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HE 1932 literature on gastroduodenal ulcera- 

tion shows a trend which is interestingly 

different from that of previous years. There 
are fewer surgical reports describing the end- 
results obtained from the various types of 
surgical intervention, particularly those of a 
radical nature. Internists and surgeons. still 
debate the relative merits of their respective types 
of therapy, but in general the literature shows a 
tendency toward closer codperation between the 
surgeon and internist. There is also noted a 
critical investigative spirit as to etiology, physiol- 
ogy, pathogenesis, and psychoneurological factors 
in the genesis of ‘‘ peptic” ulcer. 

One of the most constructive reports on the 
subject was presented by Cushing (22), in his 
paper entitled “Peptic Ulcers and the Inter- 
brain.”’ Cushing demonstrated that lesions of the 
upper gastro-intestinal tract may be associated 
with intracranial disease, thus substantiating the 
neurogenic theory of gastroduodenal ulceration. 
Of the 11 cases which are reported in detail, 10 
came to autopsy early enough practically to pre- 
clude any possibility of postmortem digestion. 
The findings varied from acute haemorrhagic 
erosion and perforation to cesophagogastric mala- 
cia. The literature is reviewed and confirmatory 
evidence presented for correlating cranial lesions 
with gastro-intestinal lesions. Rokitansky’s 
teachings, which first suggested that an ulcerative 
process of the upper alimentary tract may be of 
neurogenic origin, is emphasized, and additional 
evidence given, not only from Cushing's clinic, 
but also from many other important sources. 
Whether these peptic lesions may be due to para- 
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sympathetic (vagal) stimulation or to a sym- 
pathetic paralysis must remain conjectural until 
more precise data are at hand. However, in man, 
stimulation of the parasympathetic center by 
intraventricular injections of pilocarpin or pitui- 
trin causes increased gastric motility, hyper- 
tonicity, and hypersecretion plus retching and 
vomiting. Similar results with observed patches 
of hyperemia in the gastric mucosa have been 
shown to follow direct electrical excitation of the 
tuber cinereum in animals. Under normal con- 
ditions the parasympathetic system is un- 
doubtedly strongly affected by cortical as well as 
psychic influences. This may lead to direct 
stimulation of the tuber or its descending fiber 
tracts which is theoretically the same thing as a 
functional release of the vagus from inhibition by 
antagonistic sympathetic fibers. Hypersecretion, 
hyperchlorhydria, hypermotility, and hyper- 
tonicity of the gastro-intestinal tract, most 
marked in the pyloric segment, are thus induced. 
Spasmodic contracture of the musculature, possi- 
bly supplemented by local spasms of the terminal 
blood vessels, produces small areas of ischemia 
or hemorrhagic infarction leaving the overlying 
mucosa exposed to the digestive effects of its own 
hyperacid juices. It is thus possible to reconcile 
and correlate the neurogenic theory of ulceration 
sponsored by Rokitansky with Virchow’s theory 
of a primary local cause as well as with von 
Bergmann’s spasmogenic theory, irrespective of 
whether the lesions are considered simple ero- 
sions, acute perforations, autodigestive softening, 
or chronic ulceration involving the upper gastro- 
intestinal tract. Although all this may appear 
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largely theoretical, it can certainly be used not 
only to correlate and explain the psychiatric 
treatment of peptic ulcer, but also to establish 
continuity with the basic investigations of 
physiologists on the relationship between the 
autonomic nervous system and gastro-intestinal 
function. 

Meyer’s (72) interesting paper on the psychia- 
tric aspects of gastro-enterology has the objective 
of directing the physician, who is taught almost 
exclusively to study parts of the organism and 
their functions, to take an interest also in the 
total functions of the person. Meyer’s plan was to 
correlate what he terms “personality functions,” 
or mental factors, and consideration of “part 
function” and “total function of the patient.” 
“Is the malfunction of the stomach or colon 
structural-functional, due to some local disorder, 
or is it essentially derangement due to collisions 
with other particular components either of the 
gastro-intestinal structure and function or some 
other organ complexes or of personality functions? 
We may find, in a more or less autonomous form, 
a neurological involvement of the vagosympathet- 
ic balance.”’ This again can readily be correlated 
with the new theory presented by Cushing (22). 

Ryle (92), in an article entitled “The Natural 
History of Duodenal Ulcer,” has again stressed 
the fact that persons with ulcer are distinctive 
human types or constitutions within whose con- 
stitutions we may ascertain certain physical, 
biochemical, and psychological variances which, 
between them, supply what we may call the “ ulcer 
diathesis.”’ He says, “We find again and again 
that our patients are lean and nervous, most 
often tense and muscular, with brisk mental and 
physical reactions. Psychologically, these folk are 
energetic, restless, conscientious, intent on their 
projects, and, not seldom, given to anxiety of 
mind. Recognition of these facts is essential to a 
proper understanding of the disease and to 
handling of the cases. Highly nervous individuals 
should often be deemed unsuitable for surgical 
intervention. Psychological as well as physical 
requirements must be carefully studied.” 

Draper and Touraine (27) have followed the 
same general trend and conclude from their ob- 
servations that there is a “peptic ulcer race,” 
with characteristic inherited qualities which are 
modified by worldly influences. There are definite 
ulcer families which have characteristic genetic, 
anthropomorphic, and anthropopsychic  simi- 
larities. The similarity between persons with 
peptic ulcer and sympathectomized animals is 
emphasized. “It would seem that these peptic 
ulcer people possess an inadequate sympathetic 


nervous system. This inadequacy may be the 
result either of an inherited weakness or of a 
wearing out process.” Twenty-two cases of 
gastroduodenal lesions afforded the basis for an 
explanation of organic disease in individuals of 
the susceptible type. To Draper and Touraine, 
analytical psychology seems at present to afford 
the most satisfactory approach. 

Boye (13) has a very similar opinion as to the 
cause. He believes it is of the greatest importance 
to recognize a neurosomatic constitution charac- 
terized by marked nervous symptoms in which 
peptic ulcer occurs only as “an episode in the 
neurosis.” The vegetative nervous system con- 
stitutes a point of contact between the psychic 
and the somatic systems which at no time can 
be separated. Neurovegetative disharmony has 
been emphasized by von Bergmann to be of the 
greatest importance in ulcer genesis. Most 
patients show marked neurovegetative symptoms 
prior to definite ulcer formation. Experimental 
vagus irritation has been followed by gastritis 
which may readily lead to true ulceration. These 
patients show cardiovascular instability, profuse 
sweating (hyperhydrosis), exaggerated reflexes, 
dilated pupils with unusually rapid response to 
light, bradycardia, and stigmata of instability of 
the vegetative nervous system, as well as other 
psychic lability. 

According to Duschl (28), histological examina- 
tion of the nerves of persons with ulcer showed 
changes such as pyknosis, shrinking and swelling 
of the ganglion cells, round-cell invasion, and 
perineural lymphatic infiltration, not only in areas 
adjacent to the ulcer, but also at a distance from 
the lesion. A fine, regularly streaked, localized de- 
position of fat was a constant finding. This was 
associated with chronic catarrh of the entire 
gastric mucosa and a marked localized chronic 
gastritis in the immediate vicinity of the ulcer. 
However, the chronic gastritis is not typical of 
ulcerated stomach alone, since it may be found in 
patients dying from causes other than ulcer. 

The exact relationship of the vagus nerve to 
chronic peptic ulcer has long interested clinician: 
and physiologists. Best and Orator (9) performed 
a series of interesting experiments to demonstrate 
the pathological relationship between primar) 
traumatic ulceration or inflammation in the 
stomach wall and pathological changes of the vag: 
nerves or various nucleiin the medulla oblongata. 
Injections of staphylococcus aureus into the 
stomach walls of 10 rabbits leading to fata 
peritonitis showed ‘no definite constant histolog 
ical changes in the nerves. A few sections showed 
very minor pathological changes such as slight 
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vacuolation, slight tigrolysis, or a slight decrease 
in clearness and sharpness of the cell-body out- 
lines.” These changes were minor and indefinite 
and were found, not only in the vagi, but also in 
the sciatic nerve which was used as a control. The 
minor pathological changes in the nerves could 
be explained easily on a general toxic basis. As it 
was impossible to establish a pathological rela- 
tionship between the vagi nerves with the primary 
lesions in the stomach, the procedure was then 
reversed and the vagus chronically irritated in an 
attempt to induce pathological changes in the 
stomach. Strips of magnesium were wrapped 
around the right or left vagus nerves of 6 dogs 
having Pavlov pouches. In periods of from one to 
four months after the vagus operation the abdo- 
men was opened and the stomach and duodenum 
were carefully examined. Ulcer of the stomach 
or duodenum was not found in any case. 

The vagus nerve and its relationship to gastric 
secretion was further studied in dogs by Frieden- 
wald and Feldman (39), who sectioned the vagus 
at various levels, having first determined a 
standard response in these animals to 50 c.cm. of 
7 per cent alcohol as well as to 0.0015 gm. of 
histamin. The experimental observation period 
varied from three to twelve months. The results 
of the experiments showed that while at times 
changes in gastric secretion occurred because of 
section of the vagus nerve, these are inconstant; 
there is likewise a general tendency for this secre- 
tion to return to normal when it is diminished as 
a result of the operation. An interesting finding of 
this study was the marked decrease of response 
following histamin stimulation in the animals in 
which the anterior branch of the left vagus nerve 
was severed, although the response to the alcohol 
test meal compared closely with that observed in 
the normal. When the left vagus nerve was 
severed in the neck, practically the same results 
were obtained. Section of the right vagus had 
practically no effect upon gastric secretion. 

Baxter (6) stimulated the splanchnic nerve 
electrically just below the diaphragm and severed 
the vagi in the neck or ligated them in the vicinity 
of the cesophagus below the diaphragm. In all 
cases, by rhythmic stimulation of the splanchnic 
nerves, he obtained secretion of thick, alkaline 
mucoid fluid beginning during the first hour of 
stimulation and continuing at a steady rate 
throughout the experiment. The material se- 
creted had a moderate peptic activity with a 
chloride content slightly lower than that of gastric 
juice. Atropin did not abolish the secretion. The 
same type of secretion was obtained in a series of 
experiments with the repeated injection of epi- 


nephrin. These results indicated that the sym- 
pathetic nervous system has a definite relation to 
the mucoid secretion of the gastric mucosa. 

An experimental study by Pacetto (79) on the 
genesis of gastric ulcer demonstrated the interest- 
ing fact that in any productive experimental 
investigation of this subject both the vagi and the 
sympathetics mus‘ be considered. In his research 
on the réle of the nervous system in the genesis 
of chronic gastric ulcers, Pacetto found that 
negative results followed section of either the vagi 
or the sympathetics, but when the vagi were 
damaged by injection and the sympathetics were 
severed in the same manner, ulcers consistently 
resulted. Forty days after the initial intervention 
these lesions were very extensive. Pacetto con- 
cluded, therefore, that the damage to the auto- 
nomic nervous system is the most important 
factor in ulcer genesis. 

In a study of the secretion of gastric pouches 
which were transplanted subcutaneously with 
intact blood vessels, Klein and Arnheim (55) 
demonstrated that an investigation of gastric 
secretion requires more than a consideration of the 
various nerve components innervating the gastro- 
duodenal mucosa. From two to four weeks after 
the transplantation the blood vessels were severed 
and in this way pouches entirely free of intrinsic 
nerves and with a new peripheral circulation were 
obtained. Any stimulants leading to secretion 
from such a pouch must be humoral. The pouches 
responded to the stimulation of a meal by the 
secretion of hydrochloric acid and pepsin. Hista- 
min in 0.0005-gm. doses also produced a secretion 
after a latent period of fifteen or twenty minutes. 
The results of these experiments were interpreted 
as added proof that the stimulation was carried to 
the gastric glands through the blood stream. This 
stimulation may act upon either the intrinsic 
gastric plexus or the gastric secretory cells them- 
selves. ‘To determine which is affected, Klein and 
Arnheim prepared a gastric pouch of the gastric 
mucosa and submucosa alone, removing the 
muscularis and serosa to deprive the transplanted 
gastric pouch of Auerbach’s plexus. The response 
to food and histamin in the transplanted gastric 
pouches deprived of Auerbach’s plexus as well as 
of vagus and sympathetic nerves and normal 
gastric blood supply was the same as that in simi- 
lar pouches in which the muscularis, serosa, and 
Auerbach’s plexus were intact. This indicated 
that the stimuli for secretion apparently reached 
the pouch through the new abdominal blood sup- 
ply and acted on the secretory cells themselves or 
upon the neurocellular substances. Of further 
interest was the fact that the secretion could be 
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inhibited by atropin, but still responded to his- 
tamin. 

As a result of further study of the use of hista- 
min as a stimulant to the gastric mucosa, clinical 
and experimental investigations on gastric secre- 
tion have made definite progress in classifying true 
achlorhydria with the associated anemias. Vine- 
berg and Babkin (108) have demonstrated in the 
dog that histamin stimulates acid secretion alone. 
Mucin and other constituents are unaffected. In 
general, this has been confirmed clinically by 
many reports. 

Comfort and Osterberg (20) found histamin of 
value in distinguishing true from false achylia. 
Their experience led them to conclude that the 
response of gastric secretion to histamin “is of 
greater value than the response of the Ewald meal 
in the differential diagnosis of peptic ulcer and 
gastric carcinoma. The advantages of the 
stimulus of histamin over the Ewald meal are not 
great enough to warrant the adoption of the frac- 
tional method with stimulation by histamin as a 
routine.’’ Histamin is of most value in chemical 
studies after resection of the stomach or gastro- 
enterostomy, when it discloses free acidity which 
has been masked by the neutralizing influences of 
the base in regurgitated duodenal or jejunal 
juices. 

Gastric achylia was studied by Streicher (101), 
who contrasted histamin and 7 per cent alcohol as 
a stimulant of gastric secretion. Streicher’s ob- 
servations indicated that in some cases histamin 
is a more powerful stimulant of gastric acidity 
than 7 per cent alcohol, but that in 4o per cent of 
cases the gastric acidity curve stimulated by 
alcohol is the same as that of histamin. However, 
some of the patients had marked toxic reactions 
which were alarming enough in their severity to 
more than counterbalance “the comparatively 
infinitesimal amount of information gained.”’ 

The ability to determine the presence of an 
achlorhydria definitely has, however, stimulated 
interest in this subject and has led to further work 
on the anemias following achylia gastrica. 

In a clinical study of achlorhydria, Moore (74) 
found 272 cases of achlorhydria in 1,282 patients. 
Thirty-three of these occurred in 83 cases of 
diabetes mellitus and 37 in 47 cases of hyper- 
thyroidism. There were 33 cases of non-megalo- 
cytic anemia in which the patients complained of 
weakness, palpitation, dyspnoea, and digestive dis- 
orders. A frequent finding was atrophic superficial 
glossitis very similar to the type found in per- 
nicious anemia. Paresthesia and signs suggesting 
subacute combined degeneration of the cord were 
not observed. There was usually a marked 


hemoglobin deficiency, and the degree of aniso- 
cytosis and poikilocytosis was usually proportion- 
al to the severity of the anemia. With the ex- 
ception of the associated achlorhydria, the cause 
of this non-megalocytic anemia is not known 
“It is probably due to deficient formation o/ 
hemoglobin; it is not hemolytic or hemorrhagic 
in origin, and its appropriate treatment with iron 
gives eminently satisfactory results.”’ 

Hurst (52) has collected 7 typical cases oi 
addisonian pernicious anemia following simp| 
gastro-enterostomy without resection. Vaughan 
(106) has added 3 more and has reviewed the 
literature on 122 similar cases of anemia following 
gastric operations. 

Two additional cases were described b: 
Rowlands and Levy Simpson (91), who believe 
that an important etiological factor is the post 
operative chronic diarrhoea, which is probab! 
secondary to an unusually rapid emptying time « 
the stomach. The possible relationship betwee 
this type of anemia and carcinoma of the stomaci: 
becomes apparent. Achlorhydria occurs frequen| 
ly with malignancy of the stomach, and it is bare], 
possible that (30) “As time goes on and earlier 
diagnosis and improvements in operative tech 
nique enable more patients to survive gastrectom\ 
for a sufficient length of time, pernicious anemia 
will probably be encountered more frequent), 
Indeed, it may be found that every patient whose 
stomach has been completely removed will de 
velop pernicious anemia. Partial resection of the 
stomach may also be a sufficient cause for per 
nicious anemia. The question may be raised as tv 
whether carcinoma of the stomach itself, by 
destroying a large portion of the gastric mucosa 
may cause pernicious anemia. The question 0! 
whether pernicious anemia may be caused b: 
gastric carcinoma can be solved only by a reliable 
criterion for distinguishing pernicious from secon 
dary anzmia.”’ 

A study of the relationship between gastri 
neoplasms and achlorhydria leads to the muc} 
debated problem of gastric carcinoma and chroni: 
gastric ulcer. This has been clarified during the 
last year by a study of the basic histopathologica! 
findings. 

In a critical and strictly objective report on the 
etiological relationship between chronic gastri 
ulcer and gastric carcinoma, Kittelson (54) re 
viewed the important contributions on this sul 
ject and showed the necessity for a more accurat: 
histopathological definition of malignancy befor: 
any definite statistical conclusion may be draw: 
Anacidity or hypo-acidity is not an importan: 
criterion. ‘The topography of gastric ulcer an« 
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castric carcinoma is the same. Eighty per cent of 
vastric cancers originate in the pyloric end of the 
stomach. The pathological rules whereby a cer- 


tain ulcer is to be adjudged simple or malignant 
have not been definitely agreed upon.’’ However, 
the investigations of Holmes and Hampton (51) 
on the incidence of carcinoma in certain chronic 
ulcerating lesions of the stomach would lead to 
the conclusion that the location of the lesion is of 
considerable diagnostic value because 75 of 121 
carcinomata occurred in the prepyloric area of 
the stomach. From a study of the literature and 
their own cases they conclude that it is fair to 
state that a chronic indurated ulcerating lesion 
occurring in the pyloric antrum within 1 in. of the 
pylorus but without involving the pylorus should 
be considered malignant unless proved to be 
otherwise, and that proof of the absence of 
malignancy in such lesions is obtained only by 
serial sections and careful microscopic examina- 
tion. It is not safe to interpret such lesions as 
benign from roentgen examination alone or from 
observation on the operating table. 

Cole, in discussing their paper, took radical ex- 
ception. He feared that clinicians less experienced 
in roentgenology would attempt to generalize 
from the data presented by Holmes and Hampton 
to solve their gastric cancer problems. He said, 
* Acceptance of topography as a prime factor in 
the differential diagnosis of malignant tumors of 
the stomach would set back the science of 
roentgenological diagnosis of gastro-intestinal 
lesions by nearly two decades, in fact almost to 
the period when reports read, ‘ There is a filling 
defect of the stomach which can be proved malig- 
nant or non-malignant only by surgical explora- 
tion.” In fact, I think it would be worse than this 
because those inexperienced in interpretation may 
derive a sense of false security of non-malignancy 
in lesions along the lesser curvature, and still 
worse, be led to innumerable partial gastrectomies 
for non-malignant lesions that would heal in a 
short time under proper medical treatment. The 
fatalities as a result of operative intervention in 
non-malignant pyloric lesions would far exceed the 
five- or even three-year cures of gastric ulcer that 
might result from partial gastrectomy. The 
differentiation between malignant and non- 
malignant lesions of this region can be made in the 
vast majority of cases based on a single complete 
serial examination. In the few cases in which this 
differential diagnosis cannot be made from a 
single examination, a subsequent examination in 
two or three weeks will almost certainly give a 
differential diagnosis between a benign and a 
malignant lesion.”’ 
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An attempt to clarify the confusing and con- 
flicting opinions on the relationship between pep- 
tic ulcer and gastric carcinoma was made by 
Newcomb (77) in a study of 307 stomachs with 
154 simple chronic gastric ulcers, 46 gastric 
carcinomata, 75 duodenal ulcers, 7 jejunal ulcers, 
4 subacute gastric ulcers, and 112 surgical speci- 
mens of carcinoma of the intestine. Newcomb’s 
objective was to demonstrate reliable histolog- 
ical criteria for differentiating between the 2 
lesions. It was found that as the healing process 
of the ulcer progressed, the overhanging muscu- 
laris mucose and the spread-out fibers of the mus- 
cularis became approximated and eventually 
fused. This close approximation of the muscularis 
mucose and muscularis was present in some part 
in all but 2 ulcers in the series. The 33 gastric 
carcinomata studied showed that the malignant 
cells grew and spread centrifugally in all directions, 
separating the muscularis mucos from the mus- 
cularis. The finding of such fusion is the only 
definite evidence of previous ulceration, and 
before it is possible to conclude that any car- 
cinoma developed in a previously existing ulcer 
this evidence must exist. ‘It is suggested that the 
presence of these criteria is as valuable as the 
demonstration of the tubercle bacillus in the diag- 
nosis of tuberculosis.” 

The medical treatment of gastroduodenal ul- 
ceration has shown few new developments. The 
advocates of the pepsin treatment developed by 
Glaessner (43) continue to report encouraging re- 
sults. In cases of postoperative gastrojejunal 
ulcers, Docimo ( 26) obtained practically no results 
from this therapy. Villert (107) is encouraged by 
the results he has obtained by autohemotherapy. 
Aluminum hydroxide is recommended by Einsel 
and Rowland (31). Emery (32) has found X-ray 
treatment of value; Martin (65) regards foreign 
protein therapy of value. Kohn (57) has obtained 
“results which have been most encouraging in 
many instances little short of miraculous by the 
intravenous administration of various concentra- 
tions of citrate and saline, properly buffered.” 
Brown (16) and Atkinson (1) obtained encourag- 
ing results with Fogelson’s gastric mucin therapy 
of peptic ulcer. Bloch and Rosenberg’s (11) 
experiences with mucin therapy have been on the 
whole relatively discouraging. It is interesting to 
note that Leriche (61) hopes to clarify not only 
the etiology, but also the treatment of peptic 
ulcer by a more thorough investigation of mucin 
secretion in the gastro-intestinal tract. Bucher 
(18) attempted such a study and reported its 
colloidal chemistry, laying particular emphasis on 
the swelling process which occurred in acid media 
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and increased the elasticity as well as the internal 
coherence and viscosity. He concluded that the 
protective action of the gastric mucus is due to the 
fact that in the state of acid coagulation it pre- 
sents the optimum of mechanical quality as well 
as of chemical inactivity or neutrality. A study 
of the antipeptic capacity of mucin by Babkin and 
Komarov (2) has confirmed Fogelson’s earlier 
investigations. In addition, Babkin has frac- 
tionated the crude mucin and suggested greater 
possibilities of control of peptic activity by the 
lipoid and mucoitin-sulphuric acid fractions. 
The experimental studies in gastric physiology 
by Shay, Katz, and Schloss (94) may be consid- 
ered significant in establishing in man the doubt- 
ful réle played by duodenal regurgitation in the 
control of gastric acidity. The results of the 
clinical experiments of these investigators, sub- 
stantiated by the results obtained by others in 
dogs, “certainly seem to warrant a skeptical 
attitude regarding the efficacy of duodenal regur- 
gitation in the control of gastric acidity.” By 
using bromsulphalein, which is secreted by the 
liver into the second portion of the duodenum and 
is readily recognized, Shay, Katz, and Schloss had 
available an ideal substance for testing duodenal 
regurgitation. The patients were studied for 


duodenal regurgitation at successive weekly inter- 
vals with the use of test meals of 200 c.cm. of tap 
water at room temperature, a solution of hydro- 
chloric acid varying from 0.2 to 0.5 per cent, and 


a solution of sodium bicarbonate varying from 1 to 
5 per cent. These investigators were “entirely 
unable to correlate the amount of duodenal 
regurgitation as measured by the concentration 
of dye in gastric contents with the degree of 
change of gastric acidity. The greatest amount 
of dye regurgitated in all the experiments yielded 
a reading of 360 per cent and occurred during the 
course of a plain water meal in a case of true 
achylia gastrica.”’” When acid was introduced into 
the stomach there was a rapid reduction of 
acidity which could not be secondary to duodenal 
regurgitation and was interpreted as_ neither 
neutralization nor dilution but probably ab- 
sorption. 

Similar reduction of pH in hydrochloric acid or 
sulphuric acid was observed by Goldberg (44) in 
isolated gastric pouches. Goldberg also con- 
cluded that the stomach hasan intrinsic regulatory 
mechanism for controlling its pH. 

Conversely, after a series of ingenious experi- 
ments, Matthews and Dragstedt (68) conclude 
that preventing the regurgitation of alkaline 
duodenal juices into the stomach of normal dogs 
by fixing a valve in the pylorus raised both the 


free and the total acidity of the gastric content 
after a standard test meal, delayed the neutraliza- 
tion of o.5 per cent hydrochloric acid placed in the 
stomach, delayed the healing of acute ulcers in the 
gastric mucosa produced by the injection of silver 
nitrate, and caused the appearance of spontaneous 
ulcers in transplants of intestinal mucosa sutured 
into defects in the stomach wall. 

In studies on the effect of subtotal gastric re- 
section in the dog, Fauley, Strauss, and Ivy (3;) 
found that resection of at least 66 per cent of the 
stomach in ro of 12 dogs resulted in varying de- 
grees of compensatory hypertrophy of the gastric 
remnant. The emptying time of the stomach was 
permanently decreased in spite of hypertrophy. 
The acidity of the gastric contents returned 
practically to normal in from three to five months. 

An experimental study of resection of the 
pylorus and its effect on the secretory and motor 
functions of the stomach by Thompson (10> 
demonstrated that the acid values of gastric con- 
tents subsequent to the ingestion of test meals 
varied directly with the amount of pylorus 
moved. Removal of the pyloric sphincter had 
practically no effect upon the acid values of the 
gastric contents. Removal of the distal half of the 
pyloric antrum slightly reduced acid values, while 
removal of the entire pyloric antrum led to marked 
reduction of the hydrogen-ion concentration and 
total acidity, no free acid being present. Howevvr, 
when histamin was used as a gastric stimulant ther: 
was no reduction in acid values, regardless of the 
amount of stomach resected. When Pavlov pouches 
were constructed from the fundi of pylorecto- 
mized dogs, the gastric acidities were lower, free 
hydrochloric acid being absent, but the secretion 
of the Pavlov pouch made from the fundus had 
normal acid values suggesting that the post- 
operative achlorhydria was more apparent than 
real. The part played by duodenal juices in the 
reduction of gastric acidity following pylorectomy 
was studied by substituting a Roux jejuno- 
jejunostomy in 3 animals which had previously 
been subjected to a Polya gastrojejunal anastomw- 
sis. Exclusion of the duodenal contents from the 
stomach by operative procedures resulted in only 
slightly higher acid values in the gastric contents. 
“This indicates that the duodenal juices which 
enter the stomach normally or after resection «/ 
the pylorus possess a slight degree of buffer valie 
neutralizing power.”’ 

The factors influencing the prognosis in the 
medical treatment of duodenal ulcer were studied 
by Jordan and Kiefer (53) in 60 patients with 
duodenal ulcer who had undergone medical treat- 
ment in the Lahey Clinic with unsatisfactory en«- 
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results. A history of hematemesis or melena was 
obtained in 15 per cent of the cases with successful 
results and in 55 per cent of those with un- 
successful results. The relatively much higher 
incidence of hemorrhage, particularly repeated 
hemorrhage, in cases with unsuccessful results 
indicates that the frequency of hemorrhage is of 
considerable value in the estimation of the proba- 
bility of success or failure of medical treatment. 
Night pain and distress were twice as common in 
the cases with unsuccessful results. Physical 
findings were relatively unimportant in the 
prognosis. The disappearance of the duodenal 
deformity in 70 per cent of the cases with success- 
ful results and improvement of the duodenal out- 
line in 20 per cent more, leaving only 10 per cent 
in which the duodenal deformity remained un- 
changed, is of particular significance when com- 
pared with the lack of improvement in the X-ray 
defect in 51 per cent of the cases in which the pain 
recurred later. Gastric retention was 4 times as 
common in the cases with unsuccessful results, 
although its presence does not preclude satis- 
factory recovery under medical management. 

Hemorrhage is important not only in the 
prognosis but also in the mortality associated 
with medical management, and according to 
Chiesman (19) may be used as a guide in deter- 
mining when surgical intervention is indicated for 
gastroduodenal bleeding. The question arises 
whether or not the history offers any indication 
as to the probable failure of medical treatment. 
“It is exceptional for a single hemorrhage from 
peptic ulcer to lead to death.” The striking fact 
about the fatal cases was that in all of them the 
hemorrhage continued or recurred after the 
patient’s admission to the hospital in spite of 
medical treatment. In the cases of 62 patients 
admitted for gross hemorrhage in which the 
bleeding continued or recurred twenty-four hours 
after the beginning of treatment, there were 46 
fatalities, a mortality of 74 per cent. Postmortem 
examination of 45 of these patients revealed that 
the common cause of the repeated hemorrhage 
was a partially eroded vessel of considerable size 
in the floor of the ulcer. In most cases the 
hemorrhage continued for several days. In 1 
case there was continued bleeding for one month 
before death. The shortest time from the onset 
of the hemorrhage to death was forty-eight hours. 
Accordingly, there was ample time for surgical 
intervention in all cases if it had been considered 
desirable. 

Lahey (59) regards hemorrhage as an indica- 
tion for surgical intervention, but believes the 
most dangerous time to operate upon patients 


with gastroduodenal ulcer is immediately follow- 
ing the occurrence of bleeding. The mortality due 
to hemorrhage from a gastric or duodenal ulcer 
in the Lahey Clinic is relatively low, not more 
than 2 per cent. “ With transfusions to restore the 
condition of these patients, we may, in certainly 
most cases, delay surgery with the very probable 
hope that the hemorrhage will cease and they can 
be operated upon under more favorable conditions 
following transfusion when they have at least in a 
considerable measure regained their vascular 
balance.” 

In general, surgical opinion agrees with 
Lahey (60), who believes that of the indirect 
operations, pyloroplasty is superior to gastro- 
enterostomy and is associated with a_ lower 
mortality. Of the direct operations, partial 
gastrectomy yields the highest percentage of 
cures, but has the highest mortality. 

In view of the present limited knowledge of the 
cause of gastroduodenal ulceration, we are hardly 
justified in being too dogmatic about any method 
of treatment, be it medical or surgical. Before 
starting treatment in any case, consideration must 
be given not only to the pathological conditions 
present and the patient’s previous history and his 
psychic constitution, but also to his capacity or 
intention to codperate and appreciation of the 
necessity of modifying his habits of life to reduce 
the incidence of recurrence. When this has been 
done an attempt should be made to profit from 
our previous experiences and treat our patients 
always with the objective of affording them the 
most marked relief from symptoms with minimal 
mortality and morbidity. 


BIBLIOGRAPHY 


. Atkinson, A. J. Gastric mucin in the treatment of 
peptic ulcer. J. Am. M. Ass., 1932, xviii, 1153. 
BABKIN, B. P., and Komarovy, S. A. The influence of 
gastric mucus on peptic digestion. Canadian M. 
Ass. J., 1932, xxvii, 463. 

Batrour, D. C. The surgical treatment of hamor- 
rhagic duodenal ulcer. Ann. Surg., 1932, xcvi, 581. 

. Idem. The advisability of early operation for duodenal! 
ulcer. West. J. Surg., Obst. & Gynec., 1932, xl 28. 

Bancrort, F. W., and Lester, C. W. Postpyloric 
ulcer under the therapeutic management of internist, 
radiologist, and surgeon. Ann. Surg., 1932, xcvi, 
1030. 

). Baxter, S.G. The influence of the splanchnic nerves 
on gastric secretion. Proc. Soc. Exper. Biol. & Med., 
1632, XXix, SIT. 

. BeHreNpd C.M. Nachuntersuchungen magenresezier- 
ter Ulcuskranker. Beitr. z. klin. Chir., 1932, cliv, 
363. 

BEREsoW, E., and STERN, N.: Die Arbeitsleistung des 
nach Billroth I operierten Magens. Deutsche 
Ztschr. f. Chir., 1932, ccxxxvi, 465. 

. Best, R. R., and OrAtTor, V. The vagus nerve and its 
relation to peptic ulcer. Ann. Surg., 1932, xcvi, 184. 





29. 


30. 


31. 


34 


Buss, T. L. Healing of chronic duodenal ulcers. Am. 
J. Surg., 1932, xv, 93. 

Biocu, L., and ROSENBERG, D. H. Some limitations 
in the treatment of chronic peptic ulcer with gastric 
mucin. Am. J. M. Sc., 1933, clxxxv, 260. 

Bortz, E. L. Diffuse hemorrhage from the stomach. 
Arch. Int. Med., 1932, l, 1 

Boye, B. A. Magengeschwuer und Neurose. Acta 
med. Scand., 1931, Ixxxvi, Fasc. III. 

BRENIZER, A. G. The importance of the recognition of 
the patency of the duodenal in all operations on 
the stomach. South. M. & S., 1932, xciv, 722. 

Brown, A. The treatment of perforated gastric and 
duodenal ulcer by Neumann’s omental cuff. 
Australian & New Zealand J. ae -» 1932, i, 436. 

Brown, C. F. G., Cromer, $ JE NKINSON, E. L., 
and Grmpert, N. C. Saat ‘therapy for peptic 
ulcer. J. Am. M. Ass., 1932, xcix, 98. 

Browne, J. S. L., and VinEBERG, A. M. The inter- 
dependence of gastric secretion and the carbon 
dioxide content of the blood. J. Physiol., 1932, 
Ixxv, 345. 

BucHER, R. Das Wesen der Schutzwirkung des 
Magenschleims. Deutsche Ztschr. f. Chir., 1932, 
CCXXXVi, 515. 

CuresMAN, W. E. Mortality of severe hamorrhage 
from peptic ulcers. Lancet, 1932, ii, 722. 

Comrort, M. W., and OsTeRBERG, A. E. Gastric 
secretion after stimulation with histamin. J. Am. 
M. Ass., 1931 xCvii, 1141. 

CoNnNELL, F. G. Resection of the fundus of the 
stomach for peptic ulcer. Ann. Surg., 1932, xCvi, 200. 

CusuINnG, H. Peptic ulcers and the interbrain. Surg., 
Gynec. & Obst., 1932, lv, 1. 

Datiporr, G., and KELLocc, M. The incidence of 
gastric ulcer in albino rats fed diets deficient in 
Vitamin B (B,). J. Exper. M., 1932, lvi, 391. 

D’Amato, H. J. Valor de la herencia y de la pre- 
disposicién en la Glcera gastroduodenal. Semana 
méd., 1932, i, 1943. 

De BeEuLe, F., FAut, DE Rom, BERT, and DEWITTE. 
La stase duodenale chronique. Bruxelles-med., 
1932, Xll, 332, 362, 390. 

Docimo, L. Tentativi di cura pepsinica dell’ulcera 
digiunale post-operativa. Ricerche sperimentali sul 
potere anti-peptico del siero di sangue. Arch. ital. 
chir., 1932, xxxi, 367. 

Draper, G., and Tourarnge, G. A. The man-environ- 
ment unit and peptic ulcer. Arch. Int. Med., 1932, 
xlix, 616. 

Duscut, L. Beitrag zur Pathogenese des Ulcus 
ventriculi. Deutsche Ztschr. f. Chir., 1932, ccxxxvi, 

408. 

[Editorial]. Cancer of the stomach and peptic ulcer. 
Med. J. Australia, 1932, ii 753. 

{Editorial}. Pernicious anemia following gastrectomy. 
Am. J. Cancer, 1932, xvi, 427. 

ErnsEL, I. H , and Row.anp, V. C. The aluminum- 
hydroxide treatment of peptic ulcer. Ohio State 
M. J., 1932, xxviii, 173. 

Emery E. S., Jr. Peptic ulcer: its treatment by the 
roentgen ray. New England J. Med., 1932, ccvi, 


717. 

Fau ey, G. B., Strauss, H. A., and Ivy, A. C. Sub- 
total gastric resection in the dog. Am. J Surg., 
1932, XVii, 427. 

Fercuson A. N. Chronic gastric ulcers: histological 
observations on the factors underlying the healing 
of lesions produced experimentally in rabbits. Arch. 
Int. Med., 1932, xlix, 846. 


INTERNATIONAL ABSTRACT OF SURGERY 





Fituo, A. B., RrBERIRO, E., and DE FIGUERIREDO, M. 
Du role du suc duodenal en a gastrique. 
Rev. Sud-Am. de méd. et de chir., 1932, iii, 297 

FINSTERBUSCH, R., and Gross, F. Der Wert des 
fruehzeitigen roentgenologischen Nachweises des 
spontanen Pneumoperitoneum bei _perforiertem 
Magengeschwuer und sonstigen Erkrankungen de: 
Verdauungstraktus. Acta radiol., 1932, xili, 507. 

FOGELSON S. J. Clinical experiences in the treatment 
of peptic ulcer with gastric mucin. Illinois M. J., 
1932, Ixii, 5106. 

FonTAINE, R. Contribution 4 1]’étude du mucus 
gastrique. Presse méd., Par., 1932, xl, 678. 

FRIEDENWALD, J., and FELDMAN, M. Experimenta! 
studies on the effect of section of the vagus nerve on 
gastric secretion. Arch. Int. Med., 1932, xlix, 23. 

FRIEDRICH, R., and WEBER, H. Die Infektion ins 
Peritoneums. bei Magenoperationen wegen Ca: 
cinoma, Ulcus ventriculi und Ulcus duodeni 
Gleichzeitig eine Uebersicht ueber die postopera 
tiven Todesursachen, insbesondere der Peritonitis 
Arch. f. klin. Chir., 1932, clxxi, 673. 

GiLmour, J., and SAINT, J. H. Acute perforated 
peptic ulcer. Brit. J. Surg., 1932, xx, 78. 

GLAESSNER, K. Le traitement de l’ulcus de l’estoma 
et du duodénum par les injections hypodermiques « 
“‘pepsine.”” Presse méd., Par., 1932, xl, 61. 

Idem. Pepsin therapy of gastric and duodenal ulcer 
Lancet, 1932, i, 77. 

GoLpBERG, S. L. Intrinsic regulation of gast: 
acidity. Arch. Int. Med., 1932, xlix, 816. 

GornaM, F. D. Recurrent peptic ulcer. J. Misso 
State M. Ass., 1932, xxix, 357. 

GossEeT, A. Traitement de l’ulcére peptique pos! 
opératoire. Proc. verb. etc., 40 Congr. frang. «i 
chir , 1931, xxix, 136. J. de chir., 1931, xxxviii, 401 

GuERRERI, G. Le basi anatomopatologiche nell: 
genesi della sindrome dolorosa periodica dell’ ulce ra 
gastrica. Ateneo parm., 1931, I1 S. iii, Supp. 1 

HABERER, H. von. Zur Frage der palliativen Mayen 
resektion beim Ulcus duodeni und _ ventricu! 
Fortschr. d. Therap., 1932, viii, 41. 

Hart, H. H. The use of histamin hydrochloric acid as 
a test meal. Ann. Int. Med., 1932, v, 1175. 

HartTuNG, E. F. The réle of vitamins and infection in 
peptic ulcer. New York State J. M., 1932, xxxii, 9! 

Homes, G. W., and Hampton, A. O. The incidenc: 
of carcinoma in certain chronic ulcerating lesions 0! 
the stomach. J. Am. M. Ass., 1932, xcix, 905. 

Hurst, A. F. Achlorhydria and achylia gastrica ani 
their connection with Addison’s anemia—subacut 
combined degeneration syndrome and simple (non 
addisonian) achlorhydric anemia. Quart. J. Med 
1932, i, 157. 

JorpAN, S. M., and Krerer, E. D. Factors influencing 
prognosis in the medical treatment of duodena! 
ulcer. Am. J. Surg., 1932, xv, 472. 

Kittetson, J. A. The etiological relationship be- 
tween chronic gastric ulcer and gastric carcinoma 
J.-Lancet, 1932, lii, 10. 

KLEIN, E. and ARNHEIM, E. Gastric secretion. Arcii. 
Surg., 1932, XXV, 433. 

Kose, H., and Bernstern, A. Die Pylorushype: 
trophie des Erwachsenen als selbstaendiges Krank 
heitsbild. Med. Welt, 1932, vi, 440. 

Koun, L. W. A new non-surgical treatment for gastri 
and duodenal ulcer. Pennsylvania M. J., 1932 
XXXVi, 30. 

Konyetzny, G. E.’ Die Pylorushypertrophie de 
Erwachsenen als selbstaendiges Krankheitsbild 











09. 


760 
70. 


Bemerkungen zu dem gleichnamigen Aufsatz von 
H. Klose und A. Bernstein. Med. Welt, 1932, vi; 
728. 

Laney, F. L. The selection of gastric ulcers for 
surgery. Surg., Gynec. & Obst., 1932, liv, 251. 
Idem. Changing concepts in the treatment of peptic 

ulcer. Pennsylvania M. J., 1932, xxxvi, 157. 

LericHE, R. Pathogénie de l’ulcére peptique post- 
opératoire. J. de chir., 1931, xxxviii, 465. 

Lévat, M. Versuch einer Insulin-Bismut-Behandlung 
der Magen- und Darmgeschwuere. Orvosi hetil., 
1931, ii, 1127. 

Lupaccio.u, G. La diagnosi radiologica delle ulcere 
digiunali post-operatorie e delle fistole gastro- 
digiuno-coliche. Conferma operatoria. Radiol. 
med., 1932, xix, 1245. 

Mann, F. C., and Granam, A. S. Gastrectomy, an 
experimental study. Ann. Surg., 1932, xcv, 455. 

Martin, L. Peptic ulcer; early ‘and late effects of 
parenteral injections of a non-specific protein: con- 
clusions drawn from experimental work on the 
modus operandi of the therapeutic agent and on the 
etiology of the lesion helped by it. Ann. Int. Med., 
1932, Vi, 622. 

Idem. Gastric secretion—the electrolytes before and 
their changes at various periods after histamin 
stimulation. Ibid., 1932, vi, gt. 

Martinotti, G. I sintomi radiologici locali degli 


stadi di sviluppo dell’ulcera duodenale. Turin, 

Tipogr. editr. “‘ Minerva,” 1931, L i, 159. 
MattTHews, W. B., and Dracstept, L. R. The 

etiology ‘of gastric and duodenal ulcer. Surg., 


Gynec. & Obst., 1932, lv, 265. 

Mazzacuva, G. La funzionalita colecistica prima e 
dopo gastroenterostomia. Indagini colecistografiche 
comparative. Arch. ital. dichir., 1932, xxxi, 549. 

McKEEN, H.R. Bleeding ulcer of "Meckel’s diverticu- 
lum. Colorado Med., 1932, xxix, 258. 

MENSING, E. H. Treatment of certain cases of 
duodenal ulcer by jejunostomy. Am. J. Surg., 1932, 
XV, 105. 

Meyer, A. The psychiatric aspects of gastro- 
enterology. Ibid., 1932, xv, 504. 

MEYER, J., FETTER, D., and Strauss, A. A. Relation 
of pain of peptic ulcer to gastric motility and 
acidity. Arch. Int. Med., 1932, 1, 338. 

Moorr, H. A clinical study of achlorhydria. Brit. 
M. J., 1032, i, 363. 

Murray, I. and Rosertson, A. B. The significance 
and origin of lactic acid in the gastric contents. 
Ibid., 1932, i, 607. 

NEUMANN, J. Ueber die sekretorischen Verhaeltnisse 
des operierten Magens. Untersuchungen an 76 
Patienten mittels fraktionierter Ausheberung, unter 
Beruecksichtigung von Saeure, Chlor, Pepsin, und 
der Entleerung. Beitr. z. klin. Chir., 1932, clv, 335. 

Newcoms, W. D. The relationship between peptic 
ulceration and gastric carcinoma. Brit. J. Surg., 
1932, XX, 270. 

Nyg, L. J. J., and Srppr, C. H. A. Consideration of 
achlorhydria, with a review of 100 cases. Med. J. 
Australia, 1932, i, 1869. 

Pacetro, G. Sulla genesi dell’ulcera gastrica. 
ital. di anat. e di istol., 1931, patt. ii, ror. 
Pearse, H. E., Jk. Recurrent perforation of peptic 

ulcers. Ann. Surg., 1932, xcvi, 192. 

Pecco, R. Su le ulcere gastroduodenali che com- 
paiono in seguito alla derivazione della bile. Osser- 
vazione sperimentale. Arch. ital. di chir., 1931, xxx, 
23. 


Arch. 


FOGELSON: GASTRODUODENAL ULCER 


82. 


83. 


89. 


go. 
gl. 
92. 


93. 


100. 


Iol. 


102. 


103. 








07 


PERMAN, E. Resultate der operativen Magengesch- 
wuersbehandlung und Anzeigen der verschiedenen 
Geschwuersoperationen. Nord. med. tidskr., 1932, 
IV; 25: 

PicNnaLtosa, M. La cura dell’ulcera gastrica e duo- 
denale con pepsina neutra per iniezioni. Rassegna di 
terap. e pat. clin., 1932, iv, 46. 

Pittat, A., and CuHanc, H. C. A study of gastric 
secretion in various forms of Vitamin A deficiency. 
Chinese M. J., 1932, xlvi, 254. 

Potayes, S. H., Gray, I., and FrrepMan, B. M. A 
study of bleeding gastric and duodenal ulcers, with a 
plea for early surgical intervention. Am. J. Surg., 
1932, XV, 304. 

PRIESTLEY, J. T., and Many, F. C. Gastric acidity, 
with special reference to the pars pylorica and pyloric 
mucosa. Arch. Surg., 1932, Xxv, 305. 

Rats, A. Magenchemismus nach der Resektion. 
Nowy chir. Arch., 1932, xxv, 479. 

Repwitz, E. von. Zur Pathogenese des sogenannten 
“‘peptischen”’ Geschwuers des Magens, Duodenums 
und Duenndarms. Zentralbl. f. Chir., 1931, lviii, 


2074. 

Rrenuorr, W. F., Jr. Intrapapillary gastroduodenos- 
tomy by mobilization with retromesenteric displace- 
ment of the duodenum and jejunum. Ann. Surg., 
1932, xCv, 183. 

Rosst, B. La cura chirurgica dell’ulcera gastro- 
duodenale. Clin. chir., 1932, xxxv, 3. 

Row Lanps, R. A., and Levy Simpson, S. Addisonian 
anemia following gastrectomy and gastrojejunos- 
tomy. Lancet, 1932, li, 1202. 

Rye, J. A. The natural history of duodenal ulcer. 
Thid., 1932, i, 327. 

SENEQUE, J. Les indications opératoires dans les 
hémorragies des ulcéres gastro-duodénaux. Bull. 
méd., Par., 1932, xlvi, 234. 

Suay, H., Karz, A. B., and Scutoss, E. M.: Experi- 
mental studies in gastric physiology. Arch. Int. 
Med., 1932, 1, 605. 

SHELLEY, H. J. Perforated peptic ulcer. 
1932, XV, 277. 

SIEMSEN, W. I. Histamin test of gastric secretion. 
Am. J. Dis. Child., 1932, xliv, 1013. 

SmuL, J. S. Gastro-intestinal diseases 
allergy. Med. J. & Rec., 1932, cxxxv, 8o. 

STARLINGER, F. Ulcus pepticum postoperativum. 
Ergebn. d. Chir. u. Orthop., 1932, xxv, 380. 

Idem. Haeutigkeit, Ursachen, Anzeigestellung und 
Erfolge der unmittelbaren und spaeteren Re- 
laparotomien nach Ersteingriflen zur Behandlung 
des Magen- und Zwoelfiingerdarmgeschwuers. Arch. 
f. klin. Chir., 1932, clxx, 152. 

STEINBERG, M. E., and Prorrirt, J. C. 
of postoperative peptic ulcers. 
xxv, 819. 

STREICHER, M. H. Gastric achylia. 
1932, XCixX, 1745. 

TuHompson, H. L. Resection of the pylorus—its effect 
on the secretory and motor functions of the 


Am. J. Surg., 


and 


food 


The etiology 
Arch. Surg., 1932, 


J. Am. M. Ass., 


stomach. California & West. Med., 1932, xxxvi, 
383. 
Trxter, L., and Craver, C. La _ jéjunostomie 


d’urgence dans certaines gastrorragies trés graves. 
Arch. franco-belges de chir., 1932, xxxiii, 218. 
Vatpont, P. Alcune considerazioni sull’ulcera pep- 
tica digiunale post-operatoria. Policlin., Rome, 
1932, XXxix, sez. chir. 444. 
VAN WAGGONER, F. H., and Cuurcuitt, T. P. Pro- 
duction of gastric and duodenal ulcers in experi- 





INTERNATIONAL ABSTRACT OF SURGERY 


mental cinchophen poisoning. J. Am. M. Ass., 
1932, XCix, 1859. 

VAUGHAN, J. M. Anemia following gastric opera- 
tions. Lancet, 1932, ii, 1264. 

VitterT, A. Autohemotherapie bei Magen- und 
Zwoelfiingerdarmgeschwuer. Sovet. klin., 1931, 
XVi, 305. 

VINEBERG, A., and BABKIN, B. P. The activation of 
different elements of the gastric secretion by 


variation of vagal stimulation. Am. J. Physiol., 
1931, XCVi, 363. 

109. WALTERS, W. The choice of surgical procedures for 
duodenal ulcer. Ann. Surg., 1932, xcvi, 258. 

110. WEBSTER, D. R., and Armour, J. C. Effect of 
pyloric obstruction on the gastric secretion 
Tr. R. S. C., 1932, v, 109. 

111. Idem. Some observations on dogs with pyloric ob- 
struction. Canadian M. Ass. J., 1932, xxvii, 240. 





ABDOMINAL PREGNANCY 


EDWARD L. CORNELL, M.D., F.A.C.S., AND A. F. LASH, M.D., Ph.D., F.A.C.S.,-Cuicaco 


UR study is based on 236 cases, 226 from 
the literature and 10 of our own. Two of 
the latter were seen in private practice 

and 8 at the Cook County Hospital. 

Many case reports in the literature were incom- 
plete. Nearly all mentioned what was done at 
operation, but in many of them other details 
which we desired to study were omitted. Not 
every case has been included in our review as 
some of the articles were inaccessible. 

Abdominal pregnancy was recognized in pa- 
tients as young as fifteen and as old as sixty-four 
years. The sixty-four-year-old patient had carried 
her fetus for forty years. The age groups were 
as follows: 


TABLE I.—AGE GROUPS 
ases Years 
35739. .- 


4o+.... 


Not recorded... 


Abdominal pregnancy occurred most frequent- 
ly, therefore, between the ages of twenty and 
forty years, as was to be expected. It was most 
frequent also in the first and second pregnancies, 
as is demonstrated by Table II. 


TABLE II. 


No. of 
pregnancies 


“NUMBER OF 


No. of 
pregnancies 


PREGNANCIES 
Patients Patients 
60 re 
62 eS: 

9 IO... 

( eee 

Not recorded. 

6 


Sixty-two of the women had not been pregnant 
previously. The character of the previous preg- 
nancies of the others was as follows: 


TABLE III.—CHARACTER OF PREVIOUS 
NANCIES 


PREG 


Previous pregnancies 
Term only 
Term; abortion 
Abortion only 
Term; abortion; ectopic 
Term; ectopic 
Ectopic only 
Abortion; ectopic 
Not recorded 
Only 4 of the patients had had a previous 
ectopic pregnancy. 
The incidence of abdominal pregnancy accord 
ing to race is shown in Table IV. 
TABLE IV.--RACE INCIDENCE OF 
PREGNANCY 


Patients 


ABDOMINAi 


Race Patic 
Indian or Hindu.... 
Siamese 

Burmese 

Not recorded 


Race 
White 
Colored 
Japanese . 
Chinese. 
Filipino 


Whether we should conclude from the figures i! 
Table IV that the incidence of abdominal preg 
nancy is highest in the white and colored races 
the authors are not prepared to say. It is possible 
that this type of pregnancy was not reported by 
physicians in the Orient. 

The period of amenorrhcea was noted in 


cases, as Shown in Table V. Eighty per cent 0 
the patients had amenorrhoea for six months © 
longer. The patient with amenorrhoea for twent) 
eight months was operated upon in the fourteent! 
month for full-term abdominal pregnancy. Draii 
age from the wound continued for fourtee: 
months. At the end of that time a second operi 
tion was performed and menstruation began agai: 
In 1 case there was no period of amenorrhcea. 
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TABLE V.—PERIOD OF AMENORRHEA 


Patients Period 

10 months 

11 months 

12-15 months..... 
16 months........ 
17 months 

28 months 

Not recorded...... 


Period 
6 WEE: 5s ea5qaes 


Patients 


; months 


As the character of the last menstrual period 
was mentioned in only a few instances, we may 
conclude that there was very little irregularity. 
In 1 case, the period was fifteen days late, and in 
2 cases there was continued spotting. Early 
bleeding, that is, occurring within the first three 
months of the pregnancy, was recorded in 62 
cases. In some of the cases bleeding occurred late. 
In 11 cases there was shock. In 12 cases no bleed- 
ing occurred throughout the pregnancy. In 161 
cases there was no record with regard to the 
occurrence or non-occurrence of bleeding. The 
incidence of bleeding in the others is shown in 
Table VI. 


TABLE VI.—BLEEDING 


Type Early 
Spotting 

Continuous 

Irregular 

Clots 


Severe shock before operation was evidently 
infrequent since it was recorded in only a few 
cases. In a number of cases shock occurred early 
in the pregnancy and a diagnosis of ruptured 
ectopic pregnancy was made, but operation was 
refused. Fainting and dizziness were rather fre- 
quent, as is seen in Table VII. The 5 patients 
with severe pain were more or less confined to bed 
during part or all of the latter half of pregnancy. 
Intestinal symptoms were noted in a number of 


TABLE VII.—SYMPTOMS 
Symptoms 
Dizziness 
Fainting 
Pain: 
Upper abdomen 
Lower abdomen 


Severe pain (location not recorded) . 
Anorexia 

Nx 

Vomiting 

Nausea and vomiting 

Diarrhoea 

Constipation or obstipation. . 
Marked loss of weight... . 

No symptoms. . . 

Not recorded... . 


mt 
° 


~ 
ar NWN 


NIH 


reports. There seems to be no uniformity as to 
the time nausea or vomiting or both may occur. 
In a few of the cases reviewed the intestinal 
symptoms were very pronounced. 

The location of the fetus was noted in 58 cases 
in which the pregnancy advanced to the seventh 
month or more. The fetus was located high in the 
abdomen in 17 and low in the abdomen or in the 
pelvis in 20. In 21 cases it lay transversely. Be- 
cause of the frequency of transverse presentation 
in abdominal pregnancy, the obstetrician should 
think of abdominal pregnancy in the case of every 
patient with a transverse presentation. 

Abdominal pregnancy was seldom complicated 
by other diseases or tumors. Rupture of the 
uterus was recorded in 3 cases. In 1, it occurred 
in an old cesarean section scar. In 2, it followed 
trauma and the pregnancy was allowed to con- 
tinue. Toxemia of pregnancy developed in 8 
cases, and pre-eclampsia or eclampsia in 6. Fi- 
broids and ovarian cysts were each found in 3 
cases. 

In a number of cases, fetal life was not felt 
until late, as is shown in Table VIII. Fetal death 
was noted as late as twelve months after the last 
menstrual period. As this information was ob- 
tained from patients, it is questionable whether 
the reports are accurate. 


TABLE VIII.—PERIOD AT 


WAS FIRST 


WHICH 
FELT 


FETAL LIFE 


Period 
Fourteenth week . 


Fourth month 
Fifth month 


Period 

Sixth month 
Seventh month. 
Not recorded 


Cases 


TABLE IX.-—-PERIOD AT WHICH 


CEASED 
Period Cases 
Fifth month 

Sixth month 

Seventh month 

Eighth month 

Ninth month.... 


FETAL 


Period 

Tenth month 
Eleventh month. . 
Twelfth month. . 
Not recorded.. . 


In the first trimester of pregnancy the presence 
of an ectopic pregnancy can usually be recognized, 
but the abdominal location of an ectopic preg- 
nancy can be determined only by pathological 
examination. In the second and third trimesters 
the symptoms may be similar and the diagnosis 
is made directly on the basis of a history of pain 
in one iliac fossa associated with spotting in the 
sixth or eighth week of pregnancy which is indic- 
ative of the time of occurrence of the tubal abor- 
tion or rupture giving rise to the abdominal preg- 
nancy. In primary abdominal pregnancy there is 
usually no history of pain or bleeding. 
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The course of the pregnancy is generally char- 
acterized by pain in the iliac fosse or around the 
umbilicus. Term is reached, but labor does not 
begin or the abdominal distress is mistaken for 
labor. Abdominal and vaginal examinations are 
of importance in the diagnosis. On abdominal 
palpation, the abdomen is found to be sensitive, 
but no uterine contractions can be stimulated. 
The round ligaments cannot be palpated. The 
child is very readily felt and is close to the surface. 
The fetal heart tones are loud and near the sur- 
face. The child usually lies in an abnormal 
position, i. e., a transverse or oblique position 
or high in the abdomen. Occasionally another 
mass, the non-pregnant uterus, may be palpable. 

On vaginal examination the cervix is usually 
found high behind the symphysis in an abnormal 
position or pushed down into the vagina so that 
it reaches or extends out of the orifice. The corpus 
may be felt as a structure separate from the gesta- 
tion sac, but associated with the cervix. Careful 
exploration of the uterine cavity with a sound 
may be of further diagnostic aid, although in 1 
of our own cases the uterus was perforated by a 
sound. X-ray visualization of the uterine cavity 
with the aid of lipiodol may help, and a roentgeno- 
gram may clearly indicate a peculiar position and 
an unusual amount of freedom of movement of 
the child manifested by extension or a strange 
position of the extremities. 

The various conditions with which the abdom- 
inal pregnancy was confused are listed in Table X. 
The value of pituitrin as an aid in the differenti- 
ation of full-term intra-uterine pregnancy from 
extra-uterine pregnancy is questionable. 

The fact that only 35 per cent of the cases of 
abdominal pregnancy were diagnosed correctly 
before operation indicated that the signs of the 
condition should be emphasized more than has 
been done previously. Aside from the diagnosis 
of normal pregnancy, the most common erroneous 
diagnosis was that of tumor, such as a fibroid or 
an ovarian cyst. Not infrequently the enlarged 
non-pregnant uterus was mistaken for the tumor. 
In cases of early abdominal pregnancy the fetal 
sac was often mistaken for an ovarian cyst. In 
the differential diagnosis it must be borne in mind 
that in early abdominal pregnancy the fetal sac 
is exquisitely tender. 

Table XI gives the time at which death of the 
fetus occurred. The large number of fetal deaths 
in the eighth and ninth months can be accounted 
for by the fact that the abdominal pregnancy was 
not recognized early enough to permit the birth 
of a living child. It is our impression that many 
of the fetuses which died would have lived if the 
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TABLE X.—PRE-OPERATIVE DIAGNOSES IN 236 
ABDOMINAL PREGNANCIES 

Diagnosis 

Abdominal pregnancy 

Normal pregnancy 

Pregnancy and fibroid tumor 

Pregnancy and ovarian cyst 

Placenta previa 

Abortion 

Pregnancy and acute appendicitis 

Pregnancy and intestinal obstruction 

Pregnancy and pelvic infection 

Pregnancy and premature separation of placenta... . 

Pregnancy with transverse presentation 

Pregnancy and toxemia and contracted pelvis 

Pregnancy and gall-bladder disease 


Pregnancy and cervical obstruction 
Pregnancy and procidentia 

Pelvic tumor and peritonitis 

Metritis 

Ruptured uterus 

Many diagnoses 

No diagnosis 

Wrong diagnosis corrected before operation 
No diagnosis mentioned 


mothers had been operated upon early enough. 
Most of the fetal deaths occurred shortly after 
the beginning of “labor.” A few reports state: 
that a live baby was delivered after several day- 
of “labor,” but the majority reported that th: 
death of the fetus occurred within forty-eigh: 
hours after the onset of “‘labor.”’ 


TABLE XI.-—-FETAL 
Age Cases Age 
2-3 months......... 6 Babies undelivered. . . 
4-5 months......... 14 No note of life or 
6-7 months 21 
8-9 months......... 76 


DEATHS 


Not recorded 


TABLE XII.—BABIES 
Age Cases Age 
3 months 6 8-9 months......... 60 
4-5 months......... 4 Not recorded 
6-7 months......... I4 


BORN ALIVE 


TABLE XIII.—-EARLY INFANT MORTALITY 
Age 


BMRUES V.55-s508 1 (meleni 


In the 86 cases in which the baby was bor: 
after six months the infant mortality was 22 per 
cent, whereas in the 60 cases in which the bab: 
was born alive in the eighth and ninth months, | 
was about 35 per cent. Therefore the chances « 
survival of infants born at term of an abdomina 
pregnancy are not good. We should not encourag 
a woman with an abdominal pregnancy to go t 
term to secure a live baby. 
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The weights of the babies as recorded in some 
{ the reports are shown in Table XIV. 


TABLE XIV.—-WEIGHTS OF BABIES 
ams Babies 
Less than 750 
T5O-1,500.. 1. ee eee 


Grams Babies 


3,500-4,000........ 


Not recorded...... 143 


Deformities were noted many times. Several of 
the babies had more than one type of deformity. 
Most of the deformities were due to pressure and 
many were corrected by treatment. Deformities 
of the head numbered 23, and deformities of the 
trunk, 7. There were 15 club-feet. One child was 
reported to be listless and unable to hold up its 
head at the age of nineteen months. Another had 
no mouth, anus, or eyes. One had pyloric obstruc- 
tion. Only 8 were recorded as free from deformity. 
While many of the deformities were corrected by 
treatment, the high incidence of deformities should 
be considered before advising a patient to attempt 
to await term before submitting to operation. 


TABLE XV.—ADHESIONS OF PLACENTA OR SAC 
FOUND AT OPERATION IN 236 ABDOMINAL 
PREGNANCIES 

Placenta 

Noadhesions........ 

Adherent to: 

Round ligament. . . 
Gallbladder. ..°.. 
Appendix 

Pelvic vessels 
Mesentery 


Cases 
No adhesions....... 2 
Adherent to: 
Round ligament. . . 
Gall bladder 
Appendix......... 
Pelvic vessels 
Mesentery 
Liver 
Bladder 
Omentum 
Abdominal wall... . 
Ovary 
Small bowel. . 
Pelvic peritoneum. 
Large bowel 
Fallopian tube 
Broad ligament... . 
i, 20 


Cases Sac 


Bladder 
Omentum........ 
Abdominal wall... . 


Pelvic peritoneum. 
Large bowel 

Fallopian tube... . 
Broad ligament... . 
oo 67 


The sac was ruptured before operation in 12 
cases. The uterus was found to be smaller than 
an eight weeks’ pregnancy in ro cases and larger 
in 9. Decidual casts were passed by 5 of the 
women. Blood and liquor in the abdomen were 
each noted in 8 patients. Peritonitis was found 6 
times, and the sac was infected g times. The child 
was found free in the peritoneal cavity in 12 cases. 
Shock due to hemorrhage occurred in 31 cases, 
and peritoneal shock in 7. In 1 of the former 
delivery occurred by way of the vagina. Five of 
the women were not delivered. 


IOI 


TABLE XVI.—-PROCEDURES AT OPERATION 


Procedure 
Sac (continued): 
Marsupialized 
Drains 
No drains 
Marsupialization for 
hemorrhage 
Transfusions: 
Blood 
Other 
Salpingectomy: 
Alone eee 
With hysterectomy . 
Hysterectomy 


Procedure Cases 
Placenta: 
Removed in toto 


Removed partially. . . 


Marsupialized 


Nodrams..........: 9 
No record of dispo- 


Sac: 
Removed in toto 
Removed partially. . . 


TABLE XVII.—-POSTOPERATIVE COURSE 


Hospitalization: 
Not recorded... . 
11-15 days 
16-20 days 
21-30 days 
31-40 days 
41-50 days 
51-60 days 
61-70 days 
71-80 days 
81-90 days 


Drainage: 
i SGGMEs.. 035055 2% 8 
6-10 days 


16-20 days. ... 
21-30 days 
31-40 days 


100 days 
T4 WONENS.. 6... 6.05 68 I 


TABLE XVIII.—CAUSES OF DEATH IN 34 (14.3 
PER CENT) OF 236 ABDOMINAL PREGNANCIES 


Cause Cause Cases 

Uncontrollable uterine 
hemorrhage 

Toxemia 

Ileus ‘ ‘ 

Pyelonephritis 

Unknown 


Cases 

Shock due to hemorrhage 
at operation 

Shock ee 

Shock without delivery. . 1 

Peritonitis....... 3 

Intestinal obstruction 


TABLE XIX.—MORTALITY FOLLOWING DIFFER- 
ENT MANAGEMENTS OF PLACENTA 

Deaths 
Per cent 
10.3 
14.3 
21.4 
20.0 


Procedure ase No. 
Placenta removed in foto 

Placenta removed partially. . . 

Placenta left, marsupialization 

Placenta left, no marsupialization.. . 


The maternal mortality was 14.3 per cent. 
['wenty-nine of the women died after operation 
and 5 died undelivered. The latter were too sick 
to be operated upon. 

Peritonitis and shock accounted for 25 of the 34 
deaths. Shock alone accounted for 17 (50 per 
cent). In reading the case reports, it is surprising 
to note the number of surgeons who persist in 
attempting to remove the placenta in spite of the 
severe hemorrhage. We believe that the mortal- 
ity can be lowered greatly if we desist from inter- 
fering with the placental site when it becomes 
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TABLE XX.—COMPLICATIONS FOLLOWING OPER- 
ATION FOR ABDOMINAL PREGNANCY 


Complication Cases 
Pelvic abscess......... Par Ge. Oe 
Rupture of vagina 

Fecal fistula 

Intestinal obstruction. . . 

Pyelonephritis......... 


TABLE XXI.—MISCELLANEOUS INCIDENTS 
THE COURSE OF ABDOMINAL PREGNANCY 
Cases 
Induction of labor ee, 
Attempted by bag 
Attempted by medication. 
Marked loss of weight 
Dilatation and curettage. . . 
Emptied through rectum... 
Decidual casts............ 
TABLE XXII.—-MATERNAL DEATHS 
No. 
On operating table 
First day 
After: 
2-5 days 


14-25 days 

31-60 days. . 
Undelivered E 
evident that hemorrhage is uncontrollable. Pack- 
ing, with or without marsupialization, will give 
the best results. If the placenta is located on the 
intestines or liver, it should be left undisturbed 
without drainage. Although hemorrhage may 


occur and prove fatal as the placenta separates or 
disintegrates, it is far safer to leave the placenta 


alone, as this accident is rare. 

Several obstetricians reported that they at- 
tempted to deliver the fetus through the vagina 
and 1 reported an attempt to deliver through the 
rectum in a case in which the presenting part had 
caused marked rectal distention. Such attempts 
should be emphatically condemned as in the 
majority of cases it is impossible to control bleed- 
ing. Moreover, the damage to the maternal soft 
parts is apt to be severe. After he had delivered 
the baby, 1 surgeon discovered that he had enu- 
cleated the entire uterus with the exception of a 
small piece of cervix. Marvelously, the patient 
lived and was able to resume her occupation. In 
1 case, Hitter, of London, opened the posterior 
cul-de-sac, delivered the baby with Elliott forceps, 
and nine days later pulled away the placenta. The 
patient recovered. Nevertheless, it is much safer 
to open the abdomen for the delivery. 

If the abdominal pregnancy has escaped diag- 
nosis and the fetus is dead, the fetus may mum- 
mify or become calcified or the fetus and sac may 
become infected. In several of the cases reviewed 
all 3 of these changes occurred. Several patients 
became pregnant in the uterus and were delivered 
following abdominal pregnancy. One patient dis- 
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charged the contents of the fetal sac through the 
abdomen, another through the rectum, and a 
third through the urinary bladder. Theoretically 
the sac may rupture into any viscus, but apparently 
it ruptures most often through the colon. 

The suggestion has been made that operation 
should be delayed until the death of the fetus, 
when the blood supply of the placenta will be shut 
off. Of the 37 reviewed cases in which the fetus 
died during the eighth or ninth month, 12 mothers 
died following operation and 1 died undelivered. 
The cause of death was hemorrhage in 6, peri- 
tonitis in 2, ileus in 2, sepsis following removal of 
an infected fetal sac in 1, and an unknown condi- 
tion in r. The mortality was about 33 per cent. 
We would therefore question the advisability oi 
awaiting the death of the fetus before operating. 

The mortality statistics given in Table XIX 
show definite evidence of the advantage of remoy- 
ing the placenta in toto. The factors requiring 
further analysis of the statistics are the pre- 
operative manipulations and treatment. In 1 cas 
a bag inserted through the cervix into the peri- 
toneal cavity initiated shock and peritonitis which 
caused death after removal of the placenta in toto. 

The mortality in the 236 cases analyzed by us 
was 14.3 per cent. The 1o.3 per cent mortality in 
cases in which the placenta was removed in dolo 
compares favorably with the mortality of 21.4 per 
cent in cases treated with marsupialization and 
the mortality of 20 per cent in those treated with- 
out marsupialization. 

The question of the optimum time to operate 
for the safety of the mother and for a viable child 
may be considered. Since the site of the placenta 
cannot be determined clinically and since separa- 
tion, rupture of the sac, and injury and infection 
of the placenta and sac are possible, the conclusion 
is drawn from experience and an analysis of the 
literature that operation is indicated as soon as 
the diagnosis is made. The delay necessary to 
obtain a viable child does not seem justified in the 
face of the danger to the mother and the high 
fetal mortality and deformities resulting from this 
form of pregnancy. According to Beck, the best 
time to operate is the thirty-eighth week, and this 
period may be awaited if the patient is under 
observation. 

CONCLUSIONS 

1. The diagnosis of advanced extra-uterine or 
abdominal pregnancy is warranted by: a history 
of pain in the lower abdomen throughout prez- 
nancy, with or without irregular vaginal bleeding: 
a transverse or high position of the baby; absence 
of uterine contractions; impalpable round ligs- 
ments; and an empty uterus. 
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2. X-ray examination of the abdomen with the 
use of lipiodol and exploration of the uterine 
cavity with sounds may be confirmatory aids. 

;. The proper preparation of the patient is 
essential to combat hemorrhage. 

4. Operation is indicated as soon as the diag- 
nosis of abdominal pregnancy is made, since many 
children of such pregnancies die early or have 
deformities and the life of the mother is jeopard- 
ized less by immediate than by delayed operation. 

5. Removal of the placenta in toto is best 
when the placental blood supply can be ligated 
and the site of the placenta is not a vital organ. 

6. Drainage—preferably abdominal—should be 
used as packing for hemorrhage or infection only 
when necessary. Also when necessary, marsupi- 
alization should be combined with drainage. 
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HEAD 


Peacock, S. C.: Dry Gangrene of the Face with 
Mummiification and Separation en Bloc of the 
Nose and Adjacent Tissues. Am. J. Dis. Child., 
1933, Xlv, 815. 

The author reports in detail a case of dry gan- 
grene of the face in a child eighteen months of age. 
Light days after a simple mastoid operation in which 
some sterile pus was evacuated there developed in 
the pharynx a mass which was assumed to be a 
retropharyngeal abscess. Four days later the tissues 
of the upper lip, the nose, and both maxillary re- 
gions below the eyes were swollen and bluish black, 
apparently from a hemorrhage into these soft 
tissues. 

One week after the onset, definite separation of 
the margins of the necrotic tissues was first noted. 
This slowly progressed, and within four weeks from 
the beginning of the process the entire nose, together 
with the contiguous soft parts as well as the denser 
tissues covering part of the maxilla, sloughed out 
en masse as a cast, carrying away the left central 
incisor tooth and the gum surrounding the other in- 
cisor. 

The exfoliation caused a shoe-shaped depression 
measuring about 12 by 7 cm. and containing an oval 
partitioned cavity measuring 3 by 2 cm. which was 
overlaid by a dirty-gray exudate and from which 
the turbinate bones projected. The exfoliated speci- 
men weighed 13 gm., and measured 8.5 by 4 by 1.9 
cm. 
Pathological examination demonstrated complete 
infarction of the tissues. There was considerable 
healing with distortion of the tissues about the 
mouth. 

Five months after the onset, an attempt at plas- 
tic repair with Wolfe grafts was made, but after 
the second operation the child died suddenly, appar- 
ently from an embolus. Permission for autopsy 
could not be obtained. 

This is a very rare condition. The patient, the 
youngest on record, had neither a cardiac, syphilitic, 
nor diabetic condition. The source of the septic 
infarction was evidently the throat abscess. It may 
be assumed that septic emboli were discharged from 
thrombi in the pharyngeal arteries and set up foci 
where they lodged. The occlusion of the circulation 
in the area of gangrene may have been due to ex- 
tension of the thrombotic process through the anas- 
tomotic branches of the right and left palatine and 
tonsillar arteries derived from the external maxillary 
arteries, CLARENCE C. REED, M.D. 
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Kazanjian, V. H.: The Surgical Treatment of 
Mandibular Prognathism. Jnlernat. J. Ortho- 
doniia, Oral Surg. & Radiography, 1932, xviii. 

Orthodontic correction of mandibular prognathism 
has probably been one of the most disputed prob- 
lems of orthodontia. Undoubtedly many brilliantly 
successful results have been obtained by the use of 
the usual method of regulating the teeth. In 
extreme cases of prognathism, however, surgical 
interference seems to be becoming more common. 
In 1898, Angle stated that in certain cases of pro- 
nounced overdevelopment of the mandible no 
operation dependent upon tooth movement alone 
can establish proper relations of the teeth or materi- 
ally improve the facial lines. In 1848 Hullihen per- 
formed one of the first operations on an elongated 
jaw with prognathism. Since then, operations for 
shortening the mandible have been done in increas- 
ing numbers by Blair, Ballin, Babcock, Pichler, 
Willett, and many others. In general, these opera- 
tions have been accomplished by two methods. 

The first method consists in removing a section 
of the body of the mandible on each side, thus 
practically creating a double mandibular fracture, 
and immobilizing the segments until union is com- 
plete (Blair, Ballin). 

The second method consists in cutting the ramus 
on each side above the level of the mandibular 
canal and then pushing the mandible back to the 
desired position and immobilizing it until healing is 
complete (Pichler, Babcock). 

The author reports five cases in which double 
resections were done, and supplements the case 
histories with photographs. In all of these cases the 
results were excellent, but one of the patients is 
still under treatment. 

On the study models, the location of the opera- 
tion was determined as about the mandibular first 
molar region. 

In addition to the preliminary work with models, 
specific mandibular teeth were removed at least a 
month before the operation. If this step is left until 
a later date, the healing process will undoubtedly be 
considerably delayed. The next step was the 
construction of splints. 

An incision about 1 in. long was made along the 
lower borders of the mandible. The bone was ex- 
posed and separated from its periosteum on the 
buccal as well as on the lingual side. The operative 
exposure was extended to the buccal cavity, and 
sectioning of the bone was done with a Gigli saw. 
In order to have good control of the direction of the 
saw, a curved serrated hemostat, bent approxi- 
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mately to the contour of the mandible, was clamped 
to the bone and the Gigli saw was introduced distally 
to the clamp. As one line was cut, the clamp was 
shifted forward according to the measurements and 
the sectioning was repeated. 

As soon as the sectioning had been completed, the 
hooked wire of the splint was introduced and the 
parts were fastened together. In addition, inter- 
maxillary elastics were applied to the maxillary and 
mandibular splints. Wire suturing at the lower 
border of the mandible was discarded as it seemed 
unnecessary and undoubtedly caused irritation. 

During the healing of the bone, it was necessary to 
adjust the splint from time to time in order to im- 
prove the occlusion of the teeth. 

One of the arguments advanced against this type 
of operation is that sound teeth are sacrificed. 
Another is that the exposure of the oral cavity in- 
vites infection. Judging from the cases operated on 
and from clinical observations of compound frac- 
tures, this possibility need not be considered a con- 
tra-indication. James Barrett Brown, M.D. 


EYE 


Rados, A.: Traumatic Epithelial Cysts Within the 
Eye. Arch. Ophth., 1933, ix, 392. 


Rados reviews the literature on traumatic epi- 
thelial cysts in the eye and reports a case of scleral 
cyst in which, at the time of enucleation, the cyst 
cavity was much larger than the globe. 

He states that in the repair of any corneal wound, 
either accidental or operative, epithelium invades 
the corneal tissue in the shape of a cone. Cysts 
result from pinching off of the apex of the bone. 
This may occur from either the anterior or the 
posterior surface of the cornea. Implantation of 
epithelial tissue with cyst formation may occur also 
in the iris. As scleral tissue does not constitute a 
good medium for the growth of epithelium, scleral 
cysts are less frequent. SAMUEL A. Durr, M.D. 


Kraissl, C. J., and Stout, A. P.: ‘Orbital Inclu- 
sion’’ Cysts and Cysto-Adenomata of the Paro- 
tid Salivary Glands. Arch. Surg., 1933, xxvi, 485. 


Cystic growths occurring in the parotid gland are 
lined with stratified epithelium, usually of the cylin- 
drical type, and rest on a base of lymphoid tissue. 
The lymphoid tissue is generally hyperplastic, and 
its growth makes the lining appear papillated or, 
if it is extreme, fills the whole cyst with epithelium- 
clad lymphoid nodules. In the latter case, the epi- 
thelium generally proliferates and forms small acini, 
and the growth assumes the pattern of a cystic 
adenoma. Sometimes the cysts are multiple. The 
epithelium may be ciliated. 

The cysts have been found in persons ranging in 
age from twelve to seventy-four years. They are 
twice as frequent in men as in women, and are 
usually situated in the lower pole of the gland. 

In the absence of infection the symptoms are 
usually limited to swelling and occasional twinges 
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of pain. Infection may lead to the formation of 
persistent sinuses. Removal of the cyst and all its 
lining will effect a cure. 

Many theories have been advanced to explain the 
origin of these cysts. The authors believe that the 
“orbital inclusion” which gives rise to the orbital 
salivary gland in some of the carnivora and appears 
as a vestigial rudiment in human embryos is a satis- 
factory explanation for the cysts. 

In man, the orbital inclusion is a vestigial closed 
tubular structure lined with ectodermal epithelium 
which lies in contact with the lower portion of {| 
parotid gland. It is well known that closed tubular 
vestiges in other parts of the body may form cysts 
in adult life. Weishaupt recorded microscopic cystic 
dilatation of one of the orbital inclusions which she 
studied. It is logical to assume that the origin of 
the lympho-epithelial cysts of the mature parotid 
gland is a dilatation and proliferation of the orbital 
inclusion. SAMUEL Kaun, M.D. 


EAR 


Shambaugh, G. E., Jr.: Progressive Deafness (c- 
curring in Identical Twins; with a Discussion 
of the Factor of Heredity in the Etiology of 
Deafness. Arch. Otolaryngol., 1933, xvii, 171. 


Shambaugh is of the opinion that heredity is the 
most important factor in the etiology of profound 
deafness, whether this condition occurs in children 
or is the result of otosclerosis in adult life. He states 
that as no two persons pass through life with identi- 
cal experiences and as in identical twins the here:i- 
tary factor is exactly the same, a study of oto- 
sclerosis in identical twins might disclose the rela- 
tive importance of heredity in this condition and 
perhaps throw some light on other causes. It seems 
probable that when otosclerosis develops in one of 
a pair of identical twins and not in the other, a 
careful search into the experience of the two persons 
might bring to light facts which will point to an 
activating cause of the disease. If, on the other 
hand, the occurrence of otosclerosis in identical 
twins is always the same, no matter what the in- 
dividual experiences of the two may be, this fact 
would indicate that heredity is the all-important 
factor in the etiology of the condition. 

James C. BRASWELL, M.D 


Rodin, F. H.: Identical Hearing Defect in Identical 
Twins. Arch. Ololaryngol., 1933, xvii, 179. 


Rodin reports the cases of two young girls, identi- 
cal twin sisters, with identical loss of hearing. I[n 
both, functional hearing tests showed practically 
the same loss of hearing for air conduction. Weber's 
test was not localized, and Rinne’s test was ncva- 
tive. The audiograms were practically identical. 

Because of the insidious onset of the deafness 
without apparent cause, the negative Rinne test, 
and the normal condition of the tympanic mem 
branes, a diagnosis of otosclerosis was made. 

James C. BRAsweELL, M.D 
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Davenport, C. B., Milles, B. L., and Frink, L. B.: 
The Genetic Factor in Otosclerosis. I. Problem, 
Methods of Study, and Results. II. Detailed 
Description of the Various Matings and Their 
Progeny. III. General. Arch. Otolaryngol., 1933, 
xvii, 135, 349, 503. 


The authors state that about o.2 per cent of the 
white population of the United States is otosclerotic. 
In certain fraternities 100 per cent are otosclerotic. 
It is thus obvious that inheritance is a factor. 

The petrous portion of the temporal bone, which 
contains the otic capsule, has a particularly compli- 
cated embryological history. Therefore any dis- 
turbances or imbalance of the osteogenic function is 
especially apt to affect the otic capsule. 

The beginnings of deafness are first noticed in 
otosclerotic persons between the ages of four and 
fifty-five years. Persons in the older age group are 
commonly, but not always with justification, sus- 
pected to have progressive labyrinthine disease. 

The original data of this article were obtained in 
part by house-to-house visits of trained eugenic field 
workers who gave auditory tests, and in part by cor- 
respondence. 

Sixty new families were studied and the distribu- 
tion of otosclerosis in them was analyzed to deter- 
mine the law of inheritance. 

Approximately twice as many females as males are 
affected with otosclerosis, but other types of diffi- 
culty in hearing occur with equal frequency in both 
sexes. 

In body build, otosclerotic persons do not differ 
significantly from non-otosclerotic siblings of the 
same sex except that, in the relation of pelvic 
breadth to shoulder breadth and in chest girth, oto- 
sclerotic females seem to be more slender than their 
sisters. 

When both parents are otosclerotic, nearly all of 
their daughters are otosclerotic or have difficulty of 
hearing of some type (one exception in a case from 
the literature), and about two-thirds of their sons are 
otosclerotic. 

When only the mother is affected, the proportion 
of affected sons and daughters is about the same. 

When only the father is affected, the daughters 
are affected about 50 per cent more frequently than 
the sons. 

When neither parent is affected and some of the 
children are affected, the offspring of both sexes are 
equally affected. 

Of ten hypotheses based on these data, the most 
satisfactory is that otosclerosis develops under ex- 
ternal conditions which favor it whenever the patient 
has a constitution that combines two dominant fac- 
tors, viz., a factor X, which lies in the sex chromo- 
some, and a factor A, which lies in one of the auto- 
somes. 

According to this hypothesis, the female zygote 
has the same half chance as the male of getting an 
X-chromosome from the egg; the other half has re- 
ceived an affected X-chromosome from the sperm. 
Hence, we should expect twice as many zygotes car- 
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rying an affected X-chromosome in the females as in 
the males. This agrees closely with observation. 

It is suggested that the autosomal gene modifies 
the reaction of the mesenchyme and especially the 
osteoclasts and osteoblasts. The sex-linked gene 
acts differentially between the sexes, possibly affect- 
ing calcium metabolism. 

The evidence that otosclerotic persons belong to a 
degenerative class (Bauer and Stein) seems inade- 
quate. However, such persons occasionally have de- 
fects in the mesenchyme elsewhere than in the otic 
capsule which lead to exostoses, brittleness of the 
bones, and blue sclerotics. 

The evidence that otosclerosis, labyrinthine difii- 
culty in hearing, and deafmutism have the same 
genetic basis is not adequate, but overlapping of the 
conditions may occur. James C. BrAsweLt, M.D. 


Coleman, C. C., and Lyerly, J. G.: Méniére’s Dis- 
ease: Diagnosis and Treatment. Arch. Neurol. 
& Psychiat., 1933, Xxix, 522. 

The authors report ten cases of intracranial sec- 
tion of the eighth nerve for the relief of Méniére’s 
disease. In the majority the operation was done 
under local anesthesia. In all, it was followed by 
prompt recovery. The results compare favorably 
with those following modern operations for the relief 
of major trigeminal neuralgia. None of the patients 
suffered from vertigo after the operation. While 
some of them showed a slight unsteadiness, this was 
not disabling and decreased in time. Tinnitus de- 
creased in every case. 

The authors conclude that intracranial section of 
the eighth nerve is very successful in relieving the disa- 
bility of Méniére’s disease. Grorce R. McAuuirr, M.D. 


Smith, A. B.: The Development of the Mastoid Air 
Cells. J. Laryngol. & Otol., 1933, xlviii, 225. 

From a histological examination of twenty tem- 
poral bones of children ranging in age from birth to 
ten and a half years the author concludes that the 
mastoid air cells are formed by: (1) resorption of 
the bony walls of the mastoid antrum by osteoclasts, 
(2) penetration of the subepithelial connective tis- 
sue into the spaces hollowed out by these multi- 
nucleated cells, (3) replacement of the bone marrow 
by this tissue, (4) degeneration and absorption of 
the central part of the connective tissue followed by 
its condensation as a thin layer on the surface of 
the bone, and (5) proliferation of the epithelium 
which follows the regression of the connective tissue 
and remains in contact with it. He believes that the 
maxillary air cavity develops in a similar manner. 

GEorGE R. McAutirr, M.D. 


NOSES AND SINUSES 


Schall, LeR. A.: The Histology and Chronic In- 
flammation of the Nasal Mucous Membrane. 
Ann. Otol., Rhinol. & Laryngol., 1933, xlii, 15. 


Mucous membrane includes a surface epithelium, 
a basement membrane, and a tunica propria, and 
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sometimes, in addition, a muscle coat and sub- 
mucosa. The cell type may be of any of the epithe- 
lial varieties, and the arrangement may be either 
stratified or pseudo-stratified. 

Of the cellular elements, the lymphocytes pre- 
dominate. These may be scattered throughout the 
tissue or collected in one mass to form a lymph node. 
The glands vary from the simple straight tubule 
lined with goblet cells to the tubo-alveolar type. 
Blood is supplied by vessels which enter deep in the 
stroma. The venous return occurs by way of super- 
ficial blood spaces which lead to a deeper venous 
plexus, sometimes forming cavernous sinuses. Such 
is the general picture of a normal mucous membrane. 

The nasal mucosa shows variations according to 
site. In the infant, the septum shows the pseudo- 
stratified ciliated variety. In the adult, this is 
changed to the stratified squamous variety with an 
abundance of mucous and serous glands and, in the 
region of the tubercle, large blood lakes. The epithe- 
lium of the olfactory portion is of the stratified vari- 
ety, the surface cells being both sustentacular and 
olfactory. 

The covering of the turbinates varies a great deal 
in thickness. The epithelium is frequently of the low 
cuboidal type. There is an abundance of glands, es- 
pecially over the middle turbinate, and the perios- 
teum is firmly adherent. The inferior turbinate 
shows pronounced blood channels. 

In the maxillary antrum the mucosa is thin and 
delicate and contains numerous goblet cells. Glands 
are few; they are most numerous in the region of the 
osteum. The ethmoidal mucosa shows similar char- 
acteristics, but its periosteum is more adherent. The 
mucosa of the sphenoid and frontal sinuses is also 
similar. 

Pathologically, chronic inflammations of the nasal 
mucosa are classified as oedematous, infiltrative, 
fibroid, cystic, and degenerative. 

In the oedematous type the swelling is most 
marked in the superficial portion of the stroma, the 
vessel walls are thickened, and the glands are di- 
lated. 

In the infiltrative type there is a predominance of 
lymphocytes. The infiltration is particularly marked 
about the glands and sometimes may be so dense as 
to suggest lymph nodules. The glands are exceed- 
ingly numerous, and the blood vessels are thickened. 

In fibrotic inflammation the chief characteristic 
is fibrosis. There is a decrease in the cellular ele- 
ments with a marked increase in the fibrous tissue. 

In the cystic mucous membrane there are multi- 
ple small cysts. True degenerative changes in the 
mucosa are rare, the epithelial cells not being easily 
destroyed. 

Nasal polypi are considered overgrowths of tissue 
normal to the region in which they occur and show 
changes characteristic of mucosa in general. Ac- 
cordingly there are oedematous, fibrous, and cystic 
types, and combinations of these types. 

The turbinate mucosa is subject to the same 
changes as mucosa elsewhere. Hypertrophy may be 
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physiological as well as pathological. 
Joun F. Detpu, M.D. 


Hilding, A.: Experimental Surgery of the Nose and 
Sinuses. II. Gross Results Following Re- 
moval of the Intersinus Septum and of Strips 
of Mucous Membrane from the Frontal Sinus 
of the Dog. Arch. Otolaryngol., 1933, xvii, 321. 


Twenty-four strips of mucous membrane were 
removed from one or both frontal sinuses of fifteen 
dogs and the denuded area was observed at sub- 
sequent operations after periods of time varying from 
one day to thirty-six weeks. Each denuded area was 
observed from one to five times after the denud- 
ation. 

All of the operations were done under ether 
anesthesia and with an aseptic technique. The ether 
was administered through a tracheal tube. The 
frontal bone was laid bare over both frontal sinuses 
through an incision in the median line, and the 
bony roofs of both sinuses, including the corre- 
sponding mucous membrane, were removed at ihe 
first operation by means of the chisel, mallet, and 
rongeur. The strips of mucous membrane to be re- 
moved were outlined by an incision made with a 
small, sharp scalpel and then removed by means o/ a 
small ethmoid curette or a bit of gauze held in the 
jaws of a small hemostat. In all but five of the ani- 
mals the removal of the strips resulted in high, sharp 
scars. In general, the wider the strip removed the 
higher and thicker was the resulting scar. 

The author believes that the following conclusions 
may be drawn from these experiments, at least so 
far as the normal frontal sinus of the dog is con- 
cerned: 

1. High ridges and diaphragms of scar tissue 
follow the removal of strips of mucous membrane on 
concave surfaces. 

2. These ridges and diaphragms interfere with 
normal drainage, and if they are so situated that the 
mucus cannot readily slide around them they cause 
the mucus to collect in pools. 

3. When a complete ring of mucous membrane is 
removed from the interior of the sinus in any plane, 
with division of the remaining mucous membrane 
into halves, the circular scar that forms in healing 
may become a complete diaphragm of connective 
tissue dividing the sinus into two cavities. Under 
such circumstances one of the cavities subsequently 
becomes filled with mucus. 

4. Partitions or septa between sinuses can be 
removed and the resulting opening can be kept pat- 
ent if the edges of the mucous membrane on both 
sides of the partition are made to meet and no strip 
of bone is left bare. 

5. If at the end of the operation a bare strip of 
bone circles the opening, healing usually forms a 
diaphragm which as a rule closes the operative open- 
ing and makes the partition or septum once more 
intact. 

6. The ostium can be closed by removing a cit- 
cular strip of mucous membrane from around it. 
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Mosher, H. P., and Judd, D. K.: An Analysis of 
Seven Cases of Osteomyelitis of the Frontal 
Bone Complicating Frontal Sinusitis. Laryn- 
goscope, 1933, xliii, 153. 

The authors state that in osteomyelitis compli- 
cating infection of the frontal sinus oedema of the 
skin and soft tissues of the forehead is the first sign 
of infection of the medulla of the bone and peri- 
osteum. The infection of the myeloid tissue of the 
bone and of the periosteum occur at the same time 
and advance together. The cedema of the skin of 
the forehead is a practical guide to the extent of 
bone to be removed. This has been proved by the 
microscopic examination of surgically removed bone 
specimens. 

At operation two large triangular skin flaps give 
the best exposure and the best drainage. The bone 
removal should be begun beyond the cedema, 
generally at or near the hairline, and should be 
carried downward from normal bone to diseased 
bone. 

Roentgen-ray examination does not give positive 
findings until necrosis occurs. Therefore it is not 
positive until from seven to ten days after the 
oedema has shown infection of the medulla, when 
the infection of the medulla of the bone has extended 
from t to 2 in. beyond the necrotic area. Radical 
operation—multiple radical operations if necessary 
—offers the best chance of success. 

James C. BRrAsweELt, M.D. 


MOUTH 


Lund, C. C., and Holton, H. M.: Carcinoma of the 
Buccal Mucosa. End-Results 1918-1926. New 
England J. Med., 1933, cceviii, 775. 


The authors review the end-results in 1,126 cases 
of carcinoma of the mouth which were treated at 
the Collis P. Huntington Memorial Hospital, 
Boston, in the period from 1918 to 1926, inclusive. 
They have classified the cases into 2 groups: a 
“small” gland group and a “large” gland group. 
The former included all cases in which the glands 
of the neck were not palpable or did not exceed 1 cm. 
in diameter, and the latter included all others. The 
authors regard as cured the cases in which the patient 
was free from local or distant recurrence or metas- 
“9 five years after the treatment was discontin- 
ued. 

Of 155 primary cases with “small” glands which 
were treated by surgery, a cure was obtained in 37 
(24 per cent), whereas of 341 similar cases which were 
treated with radium, a cure was obtained in only 13 
(4 per cent). However, in the period from 1918 to 
1926 the irradiation treatments were inadequate 
according to our present conceptions. In the cases 
in which the original lesion did not exceed 1 cm. in 
diameter the incidence of cure from the use of 
radium alone was 39 per cent, but in the cases of 
larger lesions it was much lower. Of the cases with 
small primary lesions which were treated by surgery 
alone, a cure was obtained in 50 per cent. Of 23 


HEAD AND NECK 109 


cases of small glands which were treated by surgery 
combined with irradiation, a cure was obtained in 4 
(17 per cent). 

In the “large” gland group there were 304 cases. 
In the cases which were treated by surgery alone or 
by combined surgery and irradiation, no cures were 
obtained, and of 281 cases treated by irradiation 
alone, a cure was obtained in only 1. In cases of 
recurrent carcinoma following surgery or irradiation 
or both, the incidence of cure was less than 3 per 
cent. 

The authors’ statistics with regard to radical ver- 
sus local surgery show no great weight of evidence 
that the radical operation cures many cases that 
would not have been cured by a well-performed local 
operation. Wiiit1am G. Hamm, M.D. 


Fischel, E.: The Surgical Treatment of Metastases 
to Cervical Lymph Nodes from Intra-Oral Can- 
cer. Am. J. Roentgenol., 1933, Xxix, 237. 


Fischel states that any treatment of metastatic 
lymph nodes must aim at local obliteration of the 
foci of the disease. This can be accomplished by 
surgery, external irradiation, or interstitial irradia- 
tion. The use of external irradiation is limited, as 
metastases from squamous-cell cancer of the mouth 
are very radioresistant. The resulting fibrosis is 
cf doubtful value. Interstitial irradiation is a more 
direct attack, but because of the complicated anat- 
omy of the neck, destruction of all of the cells of 
metastases must be regarded as accidental. 

While even the most radical surgery cannot al- 
ways remove all of the metastases of an intra-oral 
cancer, the paths of spread are well known and 
can be so thoroughly excised that recurrences in 
the operative field can be rendered very rare. The 
neck can be thoroughly cleared of lymph vessels 
and glands without greatly handicapping the pa- 
tient. The radical operation gives the best results 
before there is demonstrable (i. e., microscopic) 
cancer in the lymph glands. 

In the radical operation it is necessary to remove 
considerable tissue beyond the involved area and 
to begin the excision at the periphery of tissue to 
be excised and end it at the point of maximum 
involvement. There are only 4 inviolate structures 
in the triangles of the neck—the 2 common carotid 
arteries and the 2 vagus nerves. Both jugular veins 
may be removed at different stages and even 1 
vagus nerve may be severed. The degree of post 
operative shock is governed by the time consumed 
and the amount of blood lost in the operation. The 
most feared complication is postoperative haemor- 
rhage. The best preventive of this complication 
is closure with ample drainage. Contra-indications 
to surgery are: (1) a poor general condition, (2) evi- 
dence of metastases below the clavicle, (3) fixation 
of the metastatic mass to the spinal column, and 
(4) extensive skin invasion. 

Of 190 cases treated in the Barnard Free Skin 
and Cancer Hospital, St. Louis, ajffive-year cure 
was obtained in 81 per cent of those without 
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demonstrable involvement of glands and in 35 per 
cent of those with demonstrable involvement of 
glands. Exclusive of cases of cancer of the lip, a 
five-year cure was obtained in 63 per cent of cases 
in which the glands showed simple hyperplasia 
and in 25 per cent of those in which the excised 
gland showed metastasis. In 50 private cases the 
corresponding incidence of five-year cure was 100 
per cent and 37 per cent. 

In the clinic cases the operative mortality was 
21 per cent, but 36 of the 39 patients who died had 
an intra-oral operation combined with neck dis- 
section. In 52 clinic cases and 55 private cases in 
which the neck dissection was postponed until the 
primary lesion had healed the operative mortality 
was 5.7 and 3.6 per cent respectively. 

CLARENCE C. REED, M.D. 


Gillies, Sir H., and Kilner, T. P.: Harelip: Opera- 
tions for the Correction of Secondary Deformi- 
ties. Lancet, 1932, ccxxiii, 1369. 

The original deformities of the nose and lip are 
often so complex that it is unreasonable to expect 
the primary operation, undertaken as it usually is at 
a very early age, to accomplish more than aseptic 
closure with simple adjustment. This produces a 
sound basis for future work of a more cosmetic 
nature. 

The most common contour deformity seen in old 
cases of harelip and cleft palate is produced by flat- 
ness of the lip and depression of the nose. The flat 
lip is most marked when the premaxilla has been 
removed. 

The nasal deformity is said to be dependent on 
the following factors: (1) backward displacement of 
the maxilla resulting from the scar-tissue pull which 
follows successful closure of the palatal cleft; (2) 
definite under-development of the normal amount of 
bone in the parts of the maxille which border on the 
pyriform opening; (3) the backward pressure of a 
tight lip; and (4) definite failure in the forward 
growth of the nasal septum. As the result of back- 
ward displacement of the maxille the upper teeth 
usually come to lie well inside those of the lower jaw. 
Mastication is then inefficient and the lower lip is 
rendered abnormally prominent. 

The operative procedure that will be found most 
widely applicable to this type of lip and nose has 
been called the “buccai inlay.’”’ It consists in the in- 
troduction of a Thiersch graft on a mould designed 
to free the lip and nose from the underlying retro- 
posed maxilla. Freeing and loosening of the lip in 
this way allows the wearing of an upper denture 
sufficiently prominent to produce a normal contour 
and carrying, well in advance of the natural posi- 
tion, artificial teeth which articulate normally with 
the lower teeth. 

The results of this simple procedure are said to be 
remarkable. The whole character of the face is im- 
proved and final successful operations on the lip and 
nose are rendered possible and are more easily ac- 
complished. 
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In cases of double harelip the so-called prolabium 
is often placed so far down the lip that the lobule of 
the nose is dragged down with it. 

The mucous membrane of the premaxilla, having 
failed to unite with the mucous membrane of the 
advancing lateral processes, forms a pseudo-ver- 
milion border for the prolabium, and this has temp! 
ed many a surgeon to utilize it in the construction 
of the new lip margin, to the permanent detriment 
of the patient. 

The variability in the size of the prolabium ap 
pears to lend weight to the opinion that there is in 
all cases of cleft lip and palate a varying degree of 
non-development of tissue rather than merely a non- 
union of normally developed parts. From the point 
of view of a plastic operation on the lip it is impera- 
tive in all cases of down-drawn nose tip to take the 
prolabial skin out of the lip and suture it sufficiently 
high on the free border of the septum to allow the 
tip of the nose to come forward and upward in‘o 
normal position. 

A very pleasing ‘‘non-surgical” type of lip may he 
obtained by performing what the author has called 
the “ Cupid’s bow” operation. In principle this con- 
sists in discarding altogether the existing skin- 
vermilion junction and making a new curved lip 
border at a higher level. The result is an attractive 
short lip with full mucous membrane and at least a 
suggestion of a Cupid’s bow. 

In a few cases there has been so much surgical and 
developmental loss of tissue that nothing short of 
the grafting of a whole-thickness flap from the lower 
lip (Abbe’s operation) is likely to result in any strik- 
ing improvement. 

Procedures for the correction of the nasal deformi 
ties are described and shown by illustrations. 

James BARRETT Brown, M.D. 


Levi, D.: An Advance in the Surgery of Cleft Palate. 
Lancet, 1933, CCxxiv, 515. 


The author says that Langenbeck’s operation 
described in 1861 does not give uniformly good 
results, but is still used by many English surgeons. 
The functional results are often poor and the palate 


frequently breaks down. Veau’s operation consti- 
tutes an improvement in cleft palate surgery. It 
includes suture of the nasal mucosa, of the muscles 
of the soft palate, and of the buccal mucosa. The 
palate is repaired when the patient is about onc 
year old. About two months before the operation 
the tonsils and adenoids are removed. 

Operation for cleft soft palate. Before any sutu: 
are introduced the edges of the soft palate an 
uvula are incised rather than pared so that a 
tissues are conserved. The muscular elements are 
then detached from the hard palate. In suturin; 
the nasal mucosa the author uses ophthalmic sil'.- 
worm gut and a Reverdin needle. The sutures : 
tied on the nasal side, with care to avoid lifting t! 
soft palate. The nasal sutures are carried back ‘: 
the base of the uvula. The uvula is then closed « 
the anterior surface. 
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The most important step in the operation is the 
muscular suture. The palatal muscles are en- 
veloped with catgut sutures with the use of a Rever- 
din needle which is passed between these muscles 
and the nasal mucosa. Only the musculature of 
the palate is included. These sutures are pulled 
tight and tied. The mucosal and buccal sutures 
are then placed. 

Operation for clefts of the hard and soft palates. 
This operation is carried out in a manner similar 
to that for cleft of the soft palate alone. The 
incisions in the edges of the soft palate are carried 
up to the cleft in the hard palate. Before the edges 
of the mucosa are incised the mucosa is separated 
from the hard palate with the crochet rugine. The 
mucosa is detached from both nasal and buccal 
surfaces. When the edges of the cleft have been 
incised and the nasal mucosa has been elevated 
the cut edges of the mucosa overlap the edge of the 
bone by 2 or 3 mm. The sutures in the nasal mucosa, 
usually four, are placed so that the ends can be 
left long and used later to close the palatal flaps. 

Next, an incision is made around the alveolar 
margin near the teeth from a point just posterior 
to the alveolar process of the superior maxilla to a 
point external to the posterior palatine foremen on 
both sides. The flap is raised with care not to 
injure the blood supply from the palatine artery. 
Bleeding is controlled by pressure. The flaps are 
placed in position by the four untied sutures which 
have been passed through the nasal mucosa, and 
all are placed before any of the sutures are tied. 
The palatal flaps are then sutured in the midline. 
A small gap is of no importance. 

So far, the author’s patients have been so young 
that it has been impossible to judge the functional 
results of the procedure. CLARENCE C. REED, M.D. 
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Alcalay, B.: Histological Studies in Cases of 
Hemorrhage Following Tonsillectomy ([xa- 
mens histologiques dans les hémorragies consécu- 
tives 4 Vablation des amygdales). Otolaryngol. 
slav., 1932, iv, 129. 


Among the general factors predisposing to ham- 
orrhage after tonsillectomy are haemophilia, leuk- 
mia, hemorrhagic diathesis, menstruation, and ar- 


teriosclerosis. By some surgeons, particular im- 
portance has been attached also to an anomalous 
course of the blood vessels supplying the tonsil. 
The most common sites of hemorrhage are the 
superior pole and the hilus. 

There has been very little study of the relation 
of different pathological conditions of the tonsils 
to the occurrence of hamorrhage after tonsillectomy. 
It has been claimed and disputed that the tendency 
of the tonsillar artery to bleed after removal of the 
tonsils is increased when the artery runs through 
fibrous tissue. It has been observed that bleeding 
is more common after intracapsular tonsillectomy 
than after extracapsular tonsillectomy. 
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The author reports a histopathological study of 
the tonsils in seven cases in which tonsillectomy 
was followed by quite severe hemorrhage. In all 
of these cases there was a history of repeated throat 
infection. The significant constant finding of histo- 
logical examination was a hyaline degeneration of 
the walls of the blood vessels running through the 
chronically inflamed tissues. In most of the cases 
the hemorrhage resulted from failure of the cut 
vessels to contract sufficiently, not because they 
were surrounded by scar tissue, but because their 
own walls had undergone degenerative changes from 
the insults of the chronic inflammation. This find- 
ing explains why extracapsular tonsillectomy is less 
apt to be followed by bleeding than intracapsular ton- 
sillectomy in cases of chronic inflammation, and 
suggests that postoperative hemorrhage might be 
prevented by the excision of all cicatricial tissues 
about the tonsils. GayLorp S. Bates, M.D. 


Sawers, W. C., and Barrett, F. R.: A Bacteriological 
Investigation of a Series of Tonsils Removed 
by Operation. Med. J. Australia, 1933, i, 304. 


The authors made a bacteriological examination 
of the surfaces and crypts of diseased tonsils in chil- 
dren. One hundred and seventy pairs of tonsils 
were examined. The usual bacteria were found, but 
in 70 per cent hemolytic streptococci predominated 
on the surface and in the crypts. No acid-fast 
bacilli were discovered. The authors state that the 
bacterial flora on the surface of the tonsil does not 
appear to be a reliable index of the flora in the crypts. 

GeorcE R. McAuttrr, M.D. 


NECK 


Rowe, A. W.: Endocrine Studies. XXXV. The As- 
sociation of Hepatic Dysfunction with Thyroid 
Failure. Endocrinology, 1933, xvii, 1. 


Rowe finds that 22.44 per cent of all patients with 
thyroid failure have a hepatic complication, whereas 
only 10.91 per cent of those with other endocrine 
or non-endocrine disturbances have such a complica- 
tion. As a combination of thyroid and hepatic 
failure might suggest some other morbid condition, 
he analyzed data from too cases of thyroid and 
liver disturbances and 100 cases of uncomplicated 
liver disturbances. 

He found no significant difference in the incidence 
of focal infection in the 2 groups. The incidence of 
cancer and goiter in the family history was con- 
siderably higher in the cases of thyroid and liver 
disturbances than in those of uncomplicated liver 
disturbances. Of the suggestive chief complaints, 
vertigo and fatigue were more frequent in the former 
and headache and abdominal pain were more fre- 
quent in the latter. Menstrual irregularities were 
more frequent in the cases of thyroid and liver 
disturbances. In these cases also ditliculties in?con- 
ception and*delivery were somewhat greater than 
in cases of uncomplicated liver disturbances, but 
significantly less than in cases of uncomplicated 
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thyroid disturbances. Of the patients with thyroid 
and liver disturbances, twice as many were over- 
weight as of those with uncomplicated liver dis- 
turbances. Of the latter, a little over half were 
within the normal weight limits. About one-quarter 
of both groups were underweight. Half of the 
patients with thyroid and liver disturbances and 
three-quarters of those with uncomplicated liver 
disturbances had albuminuria. The incidence of 
glycosuria was twice as high in the cases of uncom- 
plicated liver disturbances as in those of thyroid 
and liver disturbances. 

Chemical examination of the blood showed noth- 
ing important except that the uric acid was slightly 
above the normal in both groups. The red cell 
count and hemoglobin showed a mild secondary 
anzmia in both groups. A slightly higher leucocyte 
count in the cases of uncomplicated liver disturb- 
ance was probably due to the commonly associated 
mild cholecystitis. Eosinophilia is definitely a sign 
of liver disturbance as it was not found in cases of 
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uncomplicated thyroid failure. All of the patients 
with thyroid disturbances and one quarter of those 
with liver disturbances showed a depressed basal 
metabolic rate. The blood pressure was on the samc 
level in both groups. Fewer than ro per cent of thi 
patients in each group showed hypertension, but 
Rowe suggests that the mechanism of the blood 
pressure level was different in the 2 groups. Hi 
believes that the depression of the pulse, respirator) 
rate, and temperature in the cases of thyroid and 
liver disturbances was due to the thyroid component. 
The galactose test showed a considerable depression 
in both groups, but this was more striking in the 
cases of uncomplicated liver disturbances than in 
those of thyroid and liver disturbances. 

In conclusion Rowe says that as combined thy 
roid and liver dysfunction frequently simulat: 
pituitary or secondary ovarian failure, investigation 
of liver function will furnish important evidence in 
the differentiation of the various endocrinopathiec: 

F. S. Mopern, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Gurdjian, E. S.: Studies on Acute Cranial and 
Intracranial Injuries. Ann. Surg., 1933, xcvii, 327. 


From an analysis of the literature and of his cases 
Gurdjian has compiled the following classification of 
head injuries. 

1. Fracture of the skull, simple. 

2. Fracture of the skull, simple, depressed. 

3. Fracture of the skull, compound. 

4. Intracranial hemorrhage. 

A. Extradural, due to rupture of meningeal 
vessels, sinuses, and diploé. 
B. Intradural, due to pial tears, bruises, or 
laceration of nervous tissue. 
(1) Subarachnoid. 
a. Generalized. 
b. Localized. 
(2) Intraparenchymatous. 
a. Petechial. 
b. Massive. 

5. Bruising or laceration of nervous tissue, with 
or without fracture of the skull. 

6. Increased intracranial pressure. 

A. Caused by any of the above. 
B. With no demonstrable pathological lesions 
in the brain. 

7. Complications. 

A. Meningitis. 

B. Meningo-encephalitis. 
C. Brain abscess. 

D. Pneumocephalus. 

Among 718 cases of head injury brought to the 
Detroit Receiving Hospital, there were 475 cases of 
skull fracture proved by autopsy, X-ray examina- 
tion, and inspection. The mortality in the entire 
series was about 19 per cent and in those with 
demonstrated fractures about 25 per cent. Exten- 
sive lacerations of the brain, associated severe in- 
juries elsewhere in the body, fractures in the 
posterior fossa, and injuries with associated nasal 
and aural bleeding were among the factors that 
increased the mortality. 

Convulsions occurred in 6 per cent of the cases. 
In half there were jacksonian spells. In a smaller 
number there were generalized epileptiform attacks. 
live patients had attacks of the decerebrate rigidity 
tvpe. All 5 died. Convulsions do not necessarily 
indicate operative treatment. In the absence of 
corroborative findings of haemorrhage, the author 
treats cases of convulsions conservatively or by 
lumbar puncture. Many patients with jacksonian 
spells recover without operation. Catatonic states 
in cases of head injury suggest a left cerebral lesion 
and in the majority there is associated aphasia. It 
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is emphasized that alternating oculomotor paralysis 
may be caused by middle meningeal hemorrhage 
rather than a lesion in the mid-brain involving the 
third nerve and the pyramidal tract on a given side. 
Such a picture may obtain in cases of middle 
meningeal hemorrhage because of pressure by the 
clot against the third nerve near the cavernous sinus 
and paralysis of the opposite half of the body by 
pressure against the motor cortex on the same side. 
When one follows the fatal cases to the autopsy 
room one is impressed by the fact that in a great 
number, the present-day method of approach, 
whether operative or conservative, is of little avail. 
In approximately 50 per cent of the cases reviewed 
by the author the patient was confined to bed, the 
head elevated, and an icebag applied. ‘The fluid 
intake was restricted to approximately 1,000 c.cm. 
per day, and concentrated solutions of magnesium 
sulphate were given by rectum over a period of three 
days. All of the patients were confined to the 
hospital for at least twelve days. Forty per cent 
were given treatment to reduce the intracranial 
pressure, i.e., the intravenous administration of a 50 
per cent glucose solution and spinal drainage. About 
7 per cent were subjected to operative measures. 
Lumbar puncture is an important diagnostic and 
therapeutic procedure, but its indiscriminate use is 
to be condemned. It is never done by the author 
within from six to eight hours after the injury except 
for diagnostic purposes. Even then it is done very 
carefully and always with the use of a spinal man- 
ometer. Ina certain number of cases its therapeutic 
use is followed by truly marvellous results, but the 
author has more faith in it for its immediate effect 
than as a preventive of late undesirable sequel. 
Fifty-one of the cases reviewed were operated 
upon with an operative mortality of about 37.5 per 
cent. Compound fractures are considered emergency 
conditions and are operated upon as soon as the 
general condition permits. Asymptomatic simple 
depressions are not considered emergencies. They 
are treated conservatively, and a certain number are 
not operated upon at all. Operation is done only af 
ter due consideration of all factors. Extradural 
hemorrhages are usually due to hemorrhage from 
the middle meningeal artery, but some of them come 
from injuries to the lateral sinus. Commonly 1 or 2 
trephine openings are made to verify the presence of 
the clot and then a flap operation is carried out. The 
results are very gratifying. In cases of subdural 
hemorrhage, on the other hand, the results are 
usually poor whether operative treatment is given 
or not. Subtemporal decompression is the procedure 
usually practiced. Gurdjian concludes with regard 
to operative procedures that the best policy is ‘‘con 
servative watchfulness.”’ Joun W. Epton, M.D. 
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Barriere, A. V., and Medoc, J.: Two Cases of the 
Syndrome of Chiasmal Tumor (Sobre dos casos 
de sindroma quiasmatico tumoral). Rev. oto-neuro- 
oftalmol. y de cirug. neurol., 1933, viii, 39. 


The chiasmal syndrome consists essentially of the 
combination of bitemporal hemianopsia with sim- 
ple optic atrophy and nervous and endocrine dis- 
turbances. The authors report a case of intrasellar 
tumor and a case of suprasellar tumor to show the 
differences between them. 

In the first case the tumor was a pituitary endo- 
thelioma. In the second, it was a papilliferous cyst 
originating from Rathke’s pouch and invading the 
third ventricle, the hypophysis remaining normal. 
Both of the patients presented a typical chiasmal 
syndrome with identical ocular symptoms, but con- 
trasting neurohypophyseal symptoms. The first 
presented acromegaly; the second, adiposogenital 
dystrophy and the infundibular syndrome. The 
first patient was operated upon successfully, but 
the second died of postoperative shock. The well- 
illustrated case reports include the complete clinical 
and roentgenological findings, the operative tech- 
nique, and the pathological character of the tumors. 
In the report of the second case the findings of 
examination of the brain are also given. 

The authors describe the anatomical relation- 
ships of intrasellar and suprasellar tumors. While 
the location of the tumor is usually not difficult 
to determine, the diagnosis of the nature of the 
tumor may be very complex, especially in cases of 
the heterogeneous group of suprasellar tumors. 
The authors give the classification and main diag- 
nostic features of the latter. They then discuss the 


neurological, endocrine, and roentgenological fea- 


tures. Hypogenital adiposity is observed in asso- 
ciation with both intrasellar and suprasellar tumors. 
The authors’ second case supports the view that the 
causal lesion lies in the infundibulum and tuber 
cinereum. The roentgenoscopic signs are not in 
themselves decisive; they must be evaluated in 
connection with the clinical data. In certain cases 
roentgenography gives information as to the nature 
of the tumor, as areas of calcification are character- 
istic particularly of craneopharyngeomata. 

With regard to the evaluation of the ocular dis- 
turbances in the differential diagnosis, the authors 
discuss the characteristics and evolution of hemi- 
anopsia; the relation of the site of the initial defect 
in the field to the direction of the pressure exerted 
by the tumor; the dependence of the latter on the 
intrasellar or suprasellar origin of the growth; the 
ophthalmoscopic appearances and oculomotor dis- 
turbances; and the human and experimental ana- 
tomical evidence on which their conclusions are 
based. The earliest visual defect is in color percep- 
tion. The persistence of “islands” of vision in the 
extreme temporal part of the field after the estab- 
lishment of hemianopsia is characteristic especially 
of tumors arising above the middle of the chiasm. 
The beginning of the defect in one or the other 
temporal quadrant has been recognized as a dif- 
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ferential sign between compression of the lower 
surface of the chiasm, such as occurs in cases of 
pituitary tumor, and compression of the upper 
surface, such as occurs in cases of suprasellar tumor. 
In cases of intrasellar growths the defect almost 
always begins in the superior external quadrant, 
whereas in those of suprasellar tumor it almost al- 
ways begins in the inferior external quadrant. The 
fluctuations of the hemianopsia and the localization 
of certain defects are not in accord with the usual 
hypothesis of direct compression of the chiasm by 
the tumor. They suggest rather that the pressure 
is exerted, not directly on the nerve fibers, but on 
the vessels, producing zones of ischemia. 

Optic atrophy and oculomotor disturbances are 
late symptoms. A yellowish, waxy discoloration 
appearing as stripes on a normal papilla is described 
as peculiar to the chiasmal syndrome. Later, a 
characteristic oedema appears. Both of the authors’ 
cases showed Wernicke’s hemianopsic reaction of 
the pupil with blindness in one eye and temporal 
hemianopsia in the other. Neither case presented 
the paradoxial aniscoria described by Behr. In 
both, the pupil of the blind eye was the larger. 

M. E. Morse, M.D. 


Schwenkenberg, A. J.: Spontaneous Subarachnoid 
Hemorrhage. Texas State J. M., 1933, xxviii, 814. 


The occurrence of hemorrhage into the sub 
arachnoid space is now recognized more frequently 
than formerly. It is probable that many cases have 
been diagnosed as hemorrhagic encephalitis or 
meningitis. In some of the cases in which the 
cause cannot be determined the bleeding may be 
due to small aneurisms of the cerebral vessels re 
sulting from a congenital defect or cerebral arterio 
sclerosis. Occasionally, syphilis may be a factor. 
In some cases venous anomalies have been found. 

With the exception of the occasional complaint 
of headache over an indefinite period, the history 
is usually of little significance. In some of the 
cases reported the patient had suffered from mi- 
graine headaches for years before the hemorrhage. 
One of the author’s patients had attacks of petit 
mal for several years. 

The symptoms and signs are those of a sudden 
increase of the intracranial pressure with meningeal] 
irritation. As a rule the onset of the hemorrhage 
is accompanied by sudden severe headache, but 
occasionally it causes loss of consciousness or coma 
The headache is frontal or occipital and often re 
quires large doses of morphine for relief. The pa- 
tient complains of pain behind the eyes with a feel 
ing that the eyes are going to “pop out.” There is 
extreme sensitiveness to light, sound, and touch 
The neurological signs are those of meningeal ir 
ritation—nuchal rigidity, opisthotonos, Kernig’ 
sign, a bilateral Babinski reaction, and an increas: 
in the deep reflexes. Occasionally there is papi! 
loedema with retinal hemorrhage. In some cas« 
there are localized signs such as upper motor neuron 
or cranial nerve paralysis. The cranial nerves af 
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fected most often are the third and sixth. Occa- 
sionally jacksonian convulsions occur, and quite 
frequently there are generalized convulsions. 

The most constant sign is the appearance of 
blood in the spinal fluid. In a few days the color 
changes to brown, and then to yellow. After from 
ten to fourteen days the spinal fluid is again clear 
and colorless. The intracranial pressure is increased 
from 20 to 40 mm. Hg. The temperature may rise 
slightly or to 104 degrees F. There is a definite 
increase in the white blood cells with a relative 
leucocytosis. 

The treatment requires complete rest, the applica- 
tion of an ice bag to the head, and repeated spinal 
punctures. The latter reduce the pressure and re- 
move part of the blood pigment which irritates 
the meninges and is responsible for more discom- 
fort than the increased intracranial pressure. 

Slight exertion may cause another hemorrhage 
with a renewed increase in the intracranial pressure 
and recurrence of blood in the spinal fluid. In fatal 
cases death seems to be due to profuse hemorrhages. 

The author reports fourteen cases. 

E. S. Pratt, M.D. 


Wilkins, H., and Sachs, E.: Variations in Skin 
Anesthesia Following Subtotal Resection of 
the Posterior Root, with a Report of Twenty- 
Six Cases Illustrating a Series of Variations. 
Arch. Neurol. & Psychiat., 1933, xxix, 19. 


Wilkins and Sachs discuss the sensory losses sub- 
sequent to subtotal resection of the posterior root 
of the trigeminal nerve and report twenty-six cases 
in detail. They believe that these cases show that 
a fiber or fibers may be missed in subtotal section 
even when the greatest care is used; that there is 
sometimes considerable interlacing of the fibers; 
and that adjacent nerve fibers do not always supply 
adjacent areas of skin. In the great majority of 
the cases they discovered no distinct line of cleavage 
between the ophthalmic fibers and fibers of other 
groups, and therefore found it necessary to estimate 
which portion of the root contained the ophthalmic 
fibers. In their experience, separating and leaving 
only the ophthalmic portion of the posterior root has 
not been so uniformly successful as a perusal of the 
literature suggests it should be. 

Although in some of their cases fibers were left 
in areas in which pain was present, the fibers to 
the area in which the “trigger zone’’ existed were 
always cut. To date, a recurrence has developed in 
only one of their cases, and in this instance there 
was some doubt as to the diagnosis. The authors 
conclude that some of the pain in cases of trigeminal 
neuralgia is referred pain. Hate Haven, M.D. 


Conte, E.: A Case of Tumor of the Acoustic Nerve 
(Intorno ad un caso di tumore del nervo acustico). 
Radiol. med., 1933, XX, 121. 


Tumors of the cerebellopontine angle cause direct 
and indirect roentgenological manifestations. The 
direct manifestations are caused by the pressure 
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of the growing neoplasm on the underlying bone. 
In tumors of the acoustic nerve the most important 
direct manifestation is Henschen’s sign, dilatation 
of the internal acoustic meatus. This indicates the 
site of the tumor exactly. The chief indirect signs, 
which are due to internal hydrocephalus, are ero- 
sion and atrophy of the quadrilateral plate, deep- 
ening and enlargement of the sella turcica, separa- 
tion of the sutures, and digital impressions. The 
earliest and most constant signs are erosion and 
atrophy of the quadrilateral plate. 

The author reports a case of tumor of the left 
acoustic nerve in which the neoplasm was verified 
at autopsy. X-ray studies in the classical positions 
(laterolateral, transorbital fronto-occipital, fronto- 
suboccipital, and mentovertex) showed definite en- 
largement of the left acoustic meatus, erosion of 
the apex of the left pyramid, slight enlargement 
of the right acoustic meatus, and slight erosion of 
the right pyramid besides indirect signs of increased 
intracranial pressure. Studies in the oblique posi- 
tion of Stenvers showed erosion of the apices of 
both pyramids. The erosion on the right side ap- 
peared definitely greater. At autopsy it was found 
that the erosion of the right pyramidal apex was 
on the anterior surface and caused by pressure 
from the internal carotid artery and the superior 
petrosal sinus. Davip Joun Impastato, M.D. 


SPINAL CORD AND ITS COVERINGS 
Douglas-Wilson, H., Miller, S., and Watson, G. W.: 


Spontaneous Subarachnoid Hemorrhage of 
Intraspinal Origin. Brit. M.J., 1933, i, 554. 


Spontaneous subarachnoid hemorrhage of intra- 


spinal origin is rare. It is distinguished from the 
more common spontaneous subarachnoid haemor- 
rhage of cerebral origin by: (1) the absence of 
cerebral and cranial nerve signs; (2) marked ir- 
ritability and hyperesthesia of the spinal roots 
and nerves; (3) rigidity of the spine with a mild 
degree of opisthotonos; and (4) almost instantaneous 
relief of the symptoms on lumbar puncture. © 4 
Davip Joun Impastatro, M.D. 


Kischner, M., and Davison, C.: Myelitic and 
Myelopathic Lesions. III. Arteriosclerotic and 
Arteritic Myelopathy. Arch. Neurol. & Psychiat., 
1933, XXiX, 702. 

The authors report eight cases of myelopathic 
lesions secondary to circulatory interference within 
the cord from partial or complete occlusion of the 
spinal or meningeal vessels. In two of the cases 
the condition was due to arteriosclerosis and in 
six to arteritis. Syphilis was a factor in five of the 
six cases of arteritis and tuberculosis was a factor 
in one. The symptoms varied. The diagnosis may 
be aided by the fact that soon after the onset there 
are symptoms indicative of involvement of other 
components of the neuraxis, as in toxic myelopathy. 
Also of diagnostic value is the finding of clinical, 
serological, or cytological evidences of syphilis. 
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In the atherosclerotic group, histopathological 
examination showed marked destruction of the nerve 
cells, myelin sheaths, and axis cylinders accom- 
panied by dense gliosis. In the arteritic group the 
changes were similar except that the glial response 
was poor. ROBERT ZOLLINGER, M.D. 


Cornil, L., and Mosinger, H.: Intraspinal An- 
giomata and Telangiectases (Sur les angiomes 
et télangiectasies intrarachidiens). Ann. d’anat. 
path., 1932, ix, 955. 

From a study of 104 cases of intraspinal angio- 
mata and telangiectases the authors draw the fol- 
lowing conclusions: 

1. Venous, arterial, and capillary telangiectases 
may have a hereditary (chromosomial) or acquired 
origin. In the latter case the cause is rarely of a 
mechanical nature (compression) since, as a rule, 
the condition seems to have an inflammatory origin. 
Post-inflammatory telangiectasis is common in 
other parts of the body, especially the skin (telan- 
giectatic cicatrices), and is particularly frequent in 
the region of the central nervous system. Accord- 
ingly, some local tissue factors which still remain 
obscure must play a part in its occurrence. Without 
doubt, these factors are similar to those involved 
in syringomyelia, viz., paucity of sustaining con- 
nective tissue and interference with the drainage 
of extravascular and intravascular fluids. 

2. In a certain number of cases angioma grafts 
itself on the inflammatory telangiectasis. In fact, 
it is frequently accompanied by a veritable hyper- 
plastic capillary process (angiosis). In some cases 


the angiosis probably becomes changed into a 


hyperplastic vascular tumor (angioma) by a mecha- 
nism analogous to that involved in the patho- 
genesis of certain reactive hyperplastic adenomata 
(adenomata of the cirrhotic liver). At any rate, the 
presence of evident signs of inflammation in certain 
angiomata of the nervous system, and especially 
in angiomatosis of anencephaly, seems to support 
this hypothesis. 


PERIPHERAL NERVES 


Spurling, R. G., and Jelsma, F.: Spasmodic 
Torticollis: Notes upon Its Etiology and 
Treatment. South. M. J., 1933, xxvi, 237. 


The authors briefly discuss the theories regarding 
the causes of spasmodic torticollis. The condition is 
characterized by uncontrollable spasmodic contrac- 
tions of the neck muscles resulting in nearly constant 
jerking of the head. The authors believe that a 
certain number of cases may have an organic basis 
of an inflammatory nature. In one case there was 
evidence of old inflammation in the pia-arachnoid of 
the upper cord. Another case was that of a girl who 
had had encephalitis lethargica. 

The method of treatment used by the authors 
consists in sectioning the anterior and posterior roots 
of the first three cervical nerves and the spinal por- 
tion of the eleventh cranial nerve. Through a mid- 
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line incision the laminz of the first three cervical 
vertebra are removed. The dura mater is opened in 
the midline and the anterior and posterior roots of 
the first three nerves are identified and cut. The 
filaments comprising the spinal portion of the 
eleventh cranial nerve course upward between the 
anterior and posterior roots. At the point where they 
unite a small artery is usually seen. Troublesome 
bleeding may ensue at this point if this vessel is not 
caught with clips before the nerve is cut. 

No restraining dressing is applied, but the head is 
kept immobilized for two days with sandbags. At 
the end of ten days the patient is encouraged to 
support his head while in bed, and after two weeks 
he is placed in a wheelchair and active movement is 
encouraged. 

In the two cases treated by this method the clonic 
twitching movements were completely relieved. 

Joun W. Epton, M.D. 


MISCELLANEOUS 


Sarb6, A. von: The Microstructural Traumatic 
Changes in the Nervous System in the Light of 
Experiences in the World War (Die mikro- 
strukturellen traumatischen Veraenderungen des 
Nervensystems im Lichte der Kriegserfahrungen). 
Schweiz. Arch. f. Neurol., u. Psychiat., 1932, xxix, 
127. 

The author opposes, as he has done before, the 
common belief that all symptoms of the nervous 
system following trauma are a traumatic neurosis or 
a hysterical reaction. He first discusses in detail the 
concepts of traumatic neurosis and hysterical reac- 
tion and calls attention to their vagueness. He says 
that not all conditions without evidences of organic 
disease can be considered hysterical reactions, as is 
done by Lewandowsky. Neither can every abnor- 
mal functional condition be considered hysterical 
simply because the patient who is suffering from 
such a condition presents this or that stigma of 
hysteria. 

Hoche claims that the World War showed that 
nearly everyone is subject to hysteria. He em- 
phasizes that undoubtedly there are a great many 
post-traumatic neurotics with very fine anatomical 
microstructural changes in the central nervous 
system which may be manifested also in a functional 
manner without additional organic changes. From 
the large number of cases of injuries which he ob 
served in the World War he came to the conclusion 
that the late effects of bomb injuries are entirely 
of an organic nature. It would therefore be incorrect 
to speak of a shock effect if organic signs were not 
present at least at first. Accordingly, the initial 
occurrence of unconsciousness, bradycardia, vomit: 
ing, and retrograde amnesia after the return of 
consciousness is necessary to warrant the diagnosis 
of shock. The results of the cerebral insufficiency 
produced thereby are headache, vertigo, restless 
sleep, quick physical and mental fatigue, forgetful 
ness, inability to concentrate, nervous irritability, 
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increased reflex irritability, and intolerance of 
alcohol. Another result may be hemiplegia or 
neuroplegia; a third, deafmutism; a fourth, menin- 
gismus; a fifth, cerebellar symptoms; and a sixth, 
symptoms of uncomplicated concussion of the spinal 
cord. The author has frequently seen general icterus 
develop from meningismus. In this connection he 
calls attention to the economic aspects of diseases 
of the striate body. All of those marked disturb- 
ances of motility, anomalies of posture, and grim- 
aces, the pathogenesis of which has been recognized 
only since recognition of the striate symptoms, were 
formerly interpreted as hysterical symptoms. The 
tic also belongs to this group. 

In support of his views the author cites the findings 
of the pathologists, the hemorrhages of a most 
delicate nature, changes in the cells, chromatolysis, 
and changes in the vasomotor system. The charac- 


ter of the disturbances varies with the site of the 
hemorrhages. The author believes that the micro- 
scopic findings of Most in the medulla oblongata in 
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certain cases of late bomb injuries may be present 
without deafmutism. 

The clinical findings which the author cites in 
support of his views are the presence of blood in the 
cerebrospinal fluid shortly after the injury, and the 
changes and displacements of the lateral ventricles 
which may be found even after years by encephalog- 
raphy. Even injuries of the peripheral nervous 
system may produce externally clinical symptoms 
similar to those observed late in cases of bomb in- 
juries. He cites freezing, drenchings, and infectious 
disease such as typhoid fever. 

He then takes up the symptomatic picture of 
pseudospastic paresis with tremor (Fuerstner- 
Nonne), which he observed in hundreds of cases 
after the battle of the Carpathian Mountains, and 
then expresses his views on tremor, the pathogenesis 
of which is still unknown. Finally, he reviews physi- 
ological experiments on the isobolic and heterobolic 
systems in the nervous system and attempts to offer 
a solution with them. FRANZ (Z). 
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CHEST WALL AND BREAST 


Menville, J. G., and Bloodgood, J. C.: Subcuta- 
neous Angiomata of the Breast. Ann. Surg., 
1933, XCVil, 401. 

Of 3,000 cases of breast conditions, an angioma 
was found in 9. Eight of the angiomata were benign 
and 1 was malignant. Of the 8 which were benign, 7 
were hemangiomata and 1 was a lymphangioma. 
Of the 7 hemangiomata, only 1 was of the capillary 
variety. The 6 others were of the cavernous type. 
The malignant angioma proved to be a hemangio- 
endothelioma. 

Capillary hemangiomata arise from isolated seg- 
ments of a vessel wall and extend by proliferation of 
new vessels. Cavernous hemangiomata may be at- 
tributed to weakening of the muscular and elastic 
coats lining the vessels. 

Angiomata of the breast are usually found in 
middle-aged persons as slowly growing, semi-fluc- 
tuant subcutaneous tumors. The symptoms are 
generally of long duration. Angiomata may occur 
in the male breast as well as the female breast. 

As a rule the small localized angioma may be 
safely excised. In cases ot larger and more diffuse 
lesions, which are usually cavernous hemangiomata, 
excision is contra-indicated because of the vas- 
cularity of the tumor and because perfect haemostasis 


is sometimes impossible. As a rule irradiation should 


be the first treatment. SAMUEL Kaun, M.D. 


TRACHEA, LUNGS, AND PLEURA 


De Winter, L., and Sebrechts, J.: Elective Collapse 
and Apicolysis with Plombage by Means of 
Pedunculated Muscle Flaps in the Treatment 
of Pulmonary Tuberculosis (Le collapsus electif 
et apicolyse avec plombage par muscles munis de 
leur pedicule vasculaire dans le traitement de la 
tuberculose pulmonaire). Arch. méd.-chir. de Pappar. 
respir., 1932, Vil, 377- 

Tuffier was the first to conceive the idea of treat- 
ing certain cases of pulmonary tuberculosis by 
extrapleural detachment of the apex. The authors 
describe their method of apicolysis and filling of the 
cavity with the pectoral muscles still provided with 
their vessels. The steps of the operation are shown 
in illustrations. The results in 181 cases operated 
upon in the period from 1926 to Oct. 1, 1931 are 
given in tables. The article includes also photo- 
graphs and roentgenograms of some of the patients. 

Surgical collapse is indicated in cases in which 
pneumothorax is prevented by pleural adhesions. 
It should be used in cases of progressive tuber- 
culosis in which the progress of the condition will 
not stop until irreparable damage has been done. 
It should be limited to the diseased parts and their 


immediate neighborhood, and should be carried out 
in stages. No attempt should be made to fill a 
large cavity by apicolysis. It is best to begin with 
a small apicolysis and muscle filling and supple- 
ment this later by thoracoplasty in 1 or more 
stages. AupREY Goss Morcan, M.D. 


Bernou, A., and Fruchaud, H.: Various Operations 
for Collapse of the Apex of the Lung. Partial 
Thoracoplasties With Apicolysis and Apicolysis 
With Plombage (Les diverse operations d’af- 
faissement du sommet du poumon. Thoracoplasties 
partielles avec apicolyse et apicolyses avec plom- 
bage). Arch. méd.-chir. de Vappar. respir., 1932, 
vii, 559. 

A few years ago it was generally believed that 
collapse of the upper part of the lung by partial 
thoracoplasty favored involvement of the lower part 
of the lung by the intrabronchial aspiration of 
mucopus from the collapsed apex, and that there- 
fore thoracoplasty should always be total. Re- 
cently the advocates of partial thoracoplasty have 
increased. Some surgeons limit the operation to 
the first two ribs, which they approach by the supra- 
clavicular route. Others perform a pleuroparietal 
detachment (apicolysis) of the lung and fill the 
cavity thus formed with various substances to pre- 
vent re-expansion. Still others have attempted a 
limited collapse of the lung by resection of the first 
ribs, a procedure called “paravertebral partial 
thoracoplasty of the apex.’’ Sauerbruch emphasized 
the danger of dissemination of the infection by 
partial intervention, but Bernou and Fruchaud be- 
lieve that when partial thoracoplasty is limited to 
properly selected cases, i.e., cases of ulcerofibrous 
tuberculosis of the apex with slight secretion, and 
is performed with a good technique, the danger is 
much less than has been claimed, and that in any 
case the other side is quite as much endangered 
as the base of the lung treated. 

On account of the obliquity of the ribs and the 
consequent anatomical structure of the thoracic 
cage, the authors are convinced that even a very 
extensive resection of the two first ribs is less ef- 
fective than the resection of two or three subjacent 
ribs. They state that as a rule the lowest rib to be 
resected should be that projected on the screen 
below the lesion. If the lesion is deep or near the 
anterior wall, the resection should extend farther 
down. In males, the resection should be extended 
two ribs below the projected lesion. Of the las! 
rib, only the posterior angle need be resected. In 
females, a similar resection produces more marked 
collapse. This procedure has given very satisfac 
tory results. The surgeon may at least begin with 
it and extend the operation later if necessary. 
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Bernou and Fruchaud do not recommend phreni- 
cectomy as a preliminary to thoracoplasty except 
in cases in which it may be expected to reduce 
expectoration, the activity of the lesions, and the 
number of ribs to be resected. In cases of dense 
ulcerofibrous lesions limited to the upper lobe and 
already well retracted it is useless. Moreover, it 
has the disadvantage of considerably reducing the 
function of the normal parenchyma of the base of 
the lung. It is contra-indicated also in cases in 
which the opposite side is not entirely normal. 

In apicolysis with plombage the shock is con- 
siderably less than in partial thoracoplasty. There- 
fore the former procedure is indicated for patients 
who are unable to undergo thoracoplasty. The post- 
operative pain is also much less after apicolysis than 
alter thoracoplasty, a fact of importance because 
of the effect of postoperative pain on efforts at ex- 
pectoration and coughing. In well-selected cases, 
apicolysis with plombage often yields very quick 
results. Among the complications to be feared 
during or after the operation are elimination of the 
paraffin through the operative wound, extrapleural 
hemorrhages and serohemorrhagic effusions, tear- 
ing of the pleura, perforation of the lung, cardio- 
vascular complications, postoperative dissemination, 
and infection. The results depend entirely on the 
therapeutic indication and surgical technique. As 
a rule the immediate postoperative course is very 
good. The temperature usually ranges from 38 
to 39 degrees C. for a few days and then rapidly 
falls. However, it sometirnes remains slightly 
elevated for several weeks. Occasionally the pa- 
tient complains of pain in the shoulder, but this 
subsides rapidly. The clinical signs improve more 
or less promptly, but sometimes not until after a 
period of increased expectoration such as may occur 
after any type of collapse therapy. 

Thoracoplasty and extrapleural plombage are in- 
dicated only when pneumothorax is impossible or 
has been rendered insufficient by adhesions or some 
other factor, or when phrenicectomy would have 
only a poor chance of affecting the lesion in the 
apex of the lung or has been proved unsatisfactory. 

Phrenicectomy should be reserved for cases of 
markedly active and exudative lesions, and in these 
it should be done with the hope that a thoracoplasty 
or an apicolysis may be performed later under more 
favorable conditions. The thoracoplasty or apicoly- 
sis should be delayed until the phrenicectomy has 
had time to exert its fullest effect. 

Partial thoracoplasty has its most definite indica- 
tion in cases of old, dense, more or less markedly 
retracted fibrocaseous lesions of the apex with little 
exudate. Large encysted cavities with apparently 
non-retractile walls should be treated by thoraco- 
plasty as plombage has a tendency to force them 
downward without favoring retraction. Thoraco- 
plasty is indicated also for recent, small cavities 
adherent to the walls. The chance of success is 
greater the more external the cavity. For cavities 
projecting inward from a line passing through the 
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middle of the clavicle a combination of partial 
operations, either simultaneous or successive, may 
be necessary. The authors have not hesitated to 
use plombage for small cavities in the upper in- 
ternal region of the lung. Partial thoracoplasty 
may be done also as a supplement to pneumothorax 
which has left the apex adherent. Some surgeons 
believed that plombage would be a good adjunct 
to pneumothorax, but were obliged to abandon its 
use because the plug showed a tendency to slip. 

Plombage is indicated for: (1) small, non- 
encysted apical cavities, (2) bilateral circumscribed 
foci, (3) certain cases of extensive tuberculosis in 
debilitated subjects in whom extensive thoraco- 
plasty seems contra-indicated, and (4) cases in 
which thoracoplasty has proved insufficient. 

The dyspnoea, cardiac agitation, and shock so 
frequently mentioned as complications of these 
interventions a few years ago are today exceptional. 
The decrease in their incidence is due to a number of 
factors: the use of local anaesthesia, the selection 
of incisions giving wide operative exposure without 
gross mutilation of the muscles, gentleness of 
manipulation, careful hemostasis, and limitation 
of the operations to cases in which they are definitely 
indicated. Epirx S. Moore. 


Frommel, E.: Primary Carinoma and Tuberculosis 
of the Lung (Cancer primitif et tuberculose du 
poumon). Rev. méd. de la Suisse Rom., 1933, liii, 7. 


Frommel reviews the literature on the relation of 
carcinoma and tuberculosis of the lung and reports 
the histories and autopsy findings in, nine cases 
picked from fifty cases of pulmonary neoplasms. 
He attempts to answer the following questions: 

1. Is there any anatomical relation between 
cancer and tuberculosis? 

2. Does the tuberculous process become can- 
cerous or vice versa? 

3. Does death result from the cancer or the 
tuberculosis? 

The cases reported are divided into two groups: 
(1) six cases of carcinoma occurring in the same 
lobe with an old tuberculosis that had shown no 
recent sign of activity, and (2) three cases of cancer 
associated with active tuberculosis in the same lobe. 

Frommel concludes from his observations that 
the cancerous process is ingrafted upon the tubercu- 
losis; that the tuberculosis is a precancerous affec- 
tion; that the two conditions bear a very close 
relationship to each other; and that in the majority 
of cases the carcinoma develops in an old or only 
very slightly active tuberculous process. 

Marsu W. Poo.e, M.D. 


CSOPHAGUS AND MEDIASTINUM 
Parcelier, A., and Chenut, A.: Deep Diverticula of 
the Csophagus (Les diverticules profonds de 

loesophage). Bordeaux chir., 1933, No. 1, 25. 
Most oesophageal diverticula occur in the upper 
third or cervical portion of the cesophagus. Regard- 
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less of their location, they cause no symptoms until 
they attain a certain size. Most of them are not 
diagnosed because they must attain at least the size 
of a walnut to be discovered by X-ray examination. 

Diverticula of the oesophagus are of three types— 
traction diverticula, pulsion diverticula, and 
diverticula associated with mega-cesophagus. Trac- 
tion diverticula, the most common type, are small 
and usually found at the level of the bifurcation 
of the trachea. They are symptomless except when, 
as rarely, they rupture and give rise to an alarming 
clinical picture such as that of pulmonary abscess or 
cesophagotracheal fistula. Pulsion diverticula are 
rare. Przewoski found only 7 in autopsies performed 
during a period of five years. They were located in 
the middle or lower third of the esophagus. They 
are often designated as ‘‘epiphrenic diverticula” and 
are most amenable of the deep diverticula to surgery. 
Twelve cases of diverticula associated with mega- 
cesophagus were reported by Smith. 

Some surgeons believe that pulsion diverticula 
rarely give rise to symptoms unless they are associ- 
ated with cardiospasm, but the authors believe that 
if they attain the size of a walnut they cause dif- 
ficulty in deglutition, particularly of solids, regur- 
gitation of food eaten at previous meals, and such 
secondary symptoms as loss of weight. When the 
symptoms are not amenable to medical treatment 
resection of the diverticulum should be planned. 

Most pulsion diverticula in the lower third of the 
cesophagus—eight out of twelve according to 
Dessecker—occur on the right side anteriorly. 
Several operations for their relief have been sug- 
gested. Zaajer recommends fixing the sac to the chest 
wall, opening it after the formation of adhesions, 
and then allowing it to fillin by granulation. This 
operation is applicable only to very large diverticula. 
Another operation consists in anastomosis of the 
diverticulum to the stomach. This is applicable only 
to diverticula on the left side and frequently is 
followed by loosening of the suture line. 

The operation recommended by the authors is 
complete resection. So far as the authors are aware, 
it has been done successfully in only five cases. In 
3 of them it was done by Sauerbruch. The chief 
difficulty in operation for cesophageal diverticula has 
been the high incidence of pulmonary infection due 
to the fact that the oesophagus has been approached 
by the transpleural route. The authors describe an 
operation for the resection of diverticula in the lower 
third of the oesophagus on the right side by a sub- 
pleural approach. A vertical incision is made on the 
posterior chest wall, about two fingerbreadths from 
the midline of the back, from the level of the ninth 
rib down to the eleventh rib and then horizontally 
along the eleventh rib to the posterior axillary line. 
The tenth, eleventh, and twelfth ribs are resected to 
the posterior axillary line for a distance of about 10 
cm. The ninth rib is cut at the same level to allow 
more room, but is not resected. The pleura is 
reflected from the ribs and diaphragm by blunt 
dissection. This subpleural approach allows easy 
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delivery of the cesophagus for a distance of 5 or 6 cm. 
The diverticulum is then resected and the cesophagus 
closed with three layers of sutures. In their own 
case, that of a man forty-nine years old, the authors 
placed a large drain in the region of the anastomosis 
in addition to a gauze pack. The drain was removed 
by gradual traction by the second day, and the 
pack was removed on the seventh day. The patient 
died on the thirtieth day after the operation from 
sudden rupture of the aorta due apparently to 
injury to the vessel by the drain. The authors 
therefore advise the use of small, fine drains. 

In conclusion Parcelier and Chenut review the 
operative results in seven cases of intrathoracic 
diverticula of the csophagus—four treated b) 
Sauerbruch, one by Vos-Quantero, one by Enderlen 
and one by Stierlin, and their own case. Death 
occurred in the three last-mentioned cases and i 
one of those treated by Sauerbruch. 

Joseru T. Gautt, M.D. 


MISCELLANEOUS 


Pazzagli, R., and Lucarelli, G.: Experimental Re- 
search on Surgical Immobilization of the 
Thorax (Ricerche sperimentali sulla immobilizza 
zione chirurgica del torace). Arch. ital. di chir, 
1933, XXXI111, 37. 

Within a few years the well-known methods for 
immobilization of the thorax have been increased b\ 
scalenectomy of all three groups of scalenus muscle: 
and neurectomy or alcohol injection of the intercos 
tal nerves. The authors, report an experimental! 
study of the effects of these procedures used alon: 
and in conjunction with others. 

The action of the scalenus muscles seems to di 
pend on their function in the fixation of the first two 
ribs so that the intercostal muscles may act from 
these fixed points. Various techniques for scalene: 
tomy have been described. In clinical cases scal 
nectomy results in a reduction of approximately \, 
per cent in pulmonary ventilation. In dogs, th 
authors found that it caused a definite reduction in 
the thoracic excursion on the side operated on. 

In clinical cases neurectomy of the intercostal 
nerves results in a variable decrease of thoraci: 
movement. In animals, the authors found that |! 
caused a definite diminution in the depth of th: 
respirations on the affected side but no change in 
the rate. 

Alcohol injection of the intercostal nerves in 
animals resulted in some irregularity of respiration 
on both sides, but practically no change in the 
thoracic excursion. After a month or two the rat: 
became regular and normal again. 

The combination of scalenectomy, neurectomy « 
the intercostal nerves, and phrenico-exeresis r 
sulted in the most marked permanent reduction « 
the thoracic excursion, but the reduction was n 
equal to the sum of the reductions noted when the- 
procedures were done individually. 

A. Louts Rost, M.D 
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Reichert, F. L.: Experimental Studies on the Effect 
of Paralysis of the Diaphragm and of Its Re- 
moval. J. Thoracic Surg., 1933, ii, 349. 

Reichert reports experiments carried out on dogs 
to determine the late changes following unilateral 
phrenicotomy and to note whether paralysis of one 
side of the diaphragm would produce any effect upon 
the growing puppy. Attempts were made also to 
produce diaphragmatic hernia. Subsequently the 
eilects of total paralysis of the diaphragm and of 
subtotal and total removal of this muscle were 
studied to determine what procedure might be use- 
fui in clinical cases in which it is necessary to remove 
a large portion of the diaphragm. 

in young and half grown puppies which were kept 
under observation as long as two years after the op- 
eration, unilateral phrenicotomy caused no change 
in the movement or shape of the thorax or the de- 
velopment of the thoracic cage. 

Following double phrenicotomy with diaphrag- 
matic paralysis, paradoxical respiration developed 
at once. The diaphragm was found elevated and the 
abdominal wall and lower thorax were retracted, but 
the midthoracic region was enlarged on inspiration 
to a degree which compensated by half the decrease 
in the pulmonary area caused by the elevation of the 
diaphragm. On inspiration, there was slight de- 
crease in the pulmonary area, but the maximum 
effect of this was offset by the midthoracic enlarge- 
ment. On expiration, the pulmonary area was de- 
creased only by the elevation of the diaphragm. 
On inspiration as compared with expiration, the 
heart shadow was slightly larger and shifted to the 
right. 

Efforts to produce diaphragmatic hernia in pup- 
pies, with and without previous hemiparalysis of the 
diaphragm, were made in the following way: 

A stout linen thread was passed through the dome 
of the left diaphragm in such a manner that by a 
sawing motion the thread could be made to cut 
through the diaphragm, leaving a crescent or nearly 
circular opening. With the animal still under ether 
anesthesia, sudden pressure was made upon the ab- 
domen and in some instances the peritoneal cavity 
was distended with injected air. In other cases this 
procedure was carried out a month after the left 
diaphragm had been paralyzed by phrenicotomy. 
Herniation could not be produced consistently in 
any case. 

In one dog, deliberate excision of both domes of 
the paralyzed diaphragm was done six weeks after 
bilateral phrenicotomy, the crura, the oesophageal 
opening, and the opening of the vena cava being 
left undisturbed. After this procedure X-ray exami- 
nation showed changes in the shape of the thorax 
which produced a slight decrease in the pulmonary 
area, but in no case was a hernial sac formed nor was 
there any further ascent of the abdominal contents. 

Finally, total and subtotal removal of the dia- 
phragm were done to determine how much of the 
diaphragm could be removed successfully; whether 
previous paralysis of the muscle facilitated removal; 
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and what factors jeopardized the successful opera- 
tive procedure. It was hoped that something might 
be learned of the feasibility of excision of large por- 
tions of the diaphragm for malignant growths. Total 
removal was invariably fatal; not, however, because 
of the direct effects upon the lungs, but because of 
interference with the circulation resulting from the 
mobilization of the heart produced by separation of 
the mediastinum from the diaphragm and by con- 
gestion of the abdominal organs caused by kinking 
of the vena cava. When the heart was immobilized 
by anchoring the mediastinum to the chest wall, the 
opening for the vena cava being left undisturbed, the 
animals showed no more disturbance than after 
paralysis or partial removal of the diaphragm. 

The author summarizes his findings as follows: 

1. Unilateral phrenicotomy caused no changes in 
the movement, shape, or development of the thoracic 
cage. 

2. Paralysis of the diaphragm was immediate and 
hemi-atrophy was evident within two weeks after 
the phrenicotomy. 

3. Tears in a normal or paralyzed hemi-dia- 
phragm followed by sudden abdominal pressure 
failed to produce herniation. 

4. Bilateral phrenicotomy was followed immedi- 
ately by paradoxical respiration and a scaphoid ab- 
domen, but the activity of the animal was unim- 
paired. Enlargement of the midthoracic region upon 
inspiration compensated by half for the decrease in 
the pulmonary area caused by the elevation of the 
diaphragm. The cardiac shadow on expiration was 
slightly larger and shifted to the right. 

5. Total removal of the diaphragm was uni- 
formly fatal because of interference with the circula- 
tion caused by mobilization of the heart and kinking 
of the vena cava. 

6. When the heart was stabilized by suturing the 
mediastinum to the chest wall, the opening for the 
vena cava being left undisturbed, subtotal dia- 
phragmectomy was not fatal. 

G. Pau, LARoguE, M.D. 


Contat, C.: A Contribution to the Study of Dia- 
phragmatic Herniz. A Case of True Congeni- 
tal Diaphragmatic Hernia (Contribution a 
Vétude des hernies diaphragmatiques. Un cas de 
hernie diaphragmatique congénitale vraie). Ann. 
@’anat. path., 1933, X, I. 

The author reports a case of true congenital 
parasternal diaphragmatic hernia in an infant eight- 
een months old. Parasternal localization of con- 
genital diaphragmatic herniw is extremely rare. 
Only three other cases of such localization have 
been recorded in the literature, namely, those 
reported by Kratzeisen, Thoma, and Eppinger. 
Herniz of this type are formed after the third month 
of intra-uterine life. They are probably caused by 
the slow and progressive crowding together of her- 
nial masses into areas of decreased resistance by 
the pressure of the intestinal mass augmented by 
the pressure exerted by excessive development of 
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the right lobe of the liver. The rare retrosternal and 
bilateral localization may be due to formation of 
the hernia through the primary sternocostal inter- 
stices of the diaphragm. The small size of the 
hernial masses may explain the fact that the lesion 
is relatively well tolerated in spite of the excessive 
development of the liver and the consequent dis- 
placement of several of the important abdominal 
viscera. 

In the case reported by the author death occurred 
from chronic bronchopneumonia with pulmonary 
emphysema leading to secondary acute dilatation of 
the heart, acute congestion of the principal viscera, 
and extreme cachexia, but it is probable that the 
hernia had some influence on the course of the 
pulmonary affection as crowding of the heart 
against the lung formed a groove in the lower lobe 
of the left lung. Absence of muscle fibers in the 
membranous band separating the two hernial sacs 
at the median line and in the wall of the sac was an 
important feature. 

In discussing diaphragmatic hernia in general the 
author mentions acquired hernie only briefly to 
emphasize the occasional appearance of a non- 
traumatic type in the aged. These are true paraster- 
nal hernia. Between the costal and sternal fibers 
and between the costal fibers themselves there will 
be found in most cases a space deprived of muscle 
fibers where the pleura and peritoneum are in direct 
communication except for the interposition of fatty 
tissue. Some surgeons attribute these hernix to the 
existence of a normal hiatus between the costal and 
sternal fibers. Others believe they are due to a 


visceral cause. In the aged, circulatory disturbances 


are common and the diaphragm may have lost its 
normal histological structure, giving place to a 
fibrous tissue. Microscopic examinations seem to 
support the latter theory. 
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Most reports on congenital diaphragmatic hernia 
are concerned with false rather than true herniv. 
True herniz are much less common than false herniz. 

The false congenital diaphragmatic hernia has 
no hernial sac and is due to arrest of development 
before closure of the coelomic cavity of the embryo, 
i.e., between the third week and third month of 
intra-uterine life. False congenital diaphragmatic 
herniz constitute 86.75 per cent of congenital di- 
aphragmatic hernie. They occur five times as often 
on the left side as on the right side. By some, this 
is attributed to the fact that the liver is more de- 
veloped on the right side. It is probable that most 
false congenital diaphragmatic hernie are formed 
at the end of the second or the beginning of the third 
month of pregnancy. 

The true congenital diaphragmatic hernia has a 
sac. It occurs about four times as often on the leit 
side as on the right side. The size of the membranous 
sac varies according to the extent of the lesion. 
Herniz of this type are found most commonly in the 
region of the lumbosacral triangle, to the right of the 
speculum helmontii or in the center of the diaphrag- 
matic arc. Parasternal localization is very rare. 
Most surgeons believe that areas of diminished 
resistance play an important part in their develop- 
ment. It seems to the author necessary to add a 
special influence of the abdominal mass pressing 
upward. The lesser development of the left lobe of 
the liver is attributed also to pressure of the viscera. 
Such pressure is exerted slowly, progressively, and 
constantly, and after the third month of intra-uterine 
life prevents the development of muscle fibers, thus 
forming a new area of diminished resistance. ‘The 
fact that the left half of the diaphragm closes later 
than the right may also explain the greater incidence 
of diaphragmatic hernia on the left than the right 
side. Evita S. Moore. 
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ABDOMINAL WALL AND PERITONEUM 


Rademaker, L.: The Effect of Blood in Experimen- 
tal Peritonitis. Ann. Surg., 1933, xcvii, 414. 


From experiments on guinea pigs the author con- 
cludes that blood injected intraperitoneally with 
organisms not only causes no predisposition to 
peritonitis, but offers some protection against it, at 
least so far as the colon bacillus is concerned. 

Of control animals receiving a minimal lethal 
dose of organisms, all died, whereas of sixteen re- 
ceiving a mimimal lethal dose of organisms with 
varying amounts of blood only {2 died from peri- 
tonitis and these two received only a small amount 
of blood. Doses below the minimal lethal amount 
were not raised to the minimal lethal amount by 
the use of blood. That this effect was not the result 
of mechanical dilution was later proved by the 
addition of broth in varying quantities to the mini- 
mal lethal doses of bacteria without effect. 

Peritoneal smears also indicated that blood has- 
tens the disappearance of bacteria from the perito- 
neum, 

As Allen has shown that the addition of a small 
amount of blood increases the incidence of empyema 
of the pleural cavity when certain organisms are in- 
jected, the results of the author’s experiments sug- 


gest that the pleura and peritoneum do not respond 
in a similar manner to the presence of blood intro- 


duced with organisms. SAMUEL Kaun, M.D. 


GASTRO-INTESTINAL TRACT 


Mondor, H., and Porcher, P.: Urgent X-Ray Ex- 
aminations in Peritonitis Following Perfora- 
tion of the Digestive Tract (Examins radio- 
logiques d’urgence des péritonites par perforation du 
tube digestif). J. de chir., 1933, xli, 20. 


In cases in which a silent perforation of the diges- 
tive tract with the production of pneumoperitoneum 
is suspected, early X-ray examination is imperative 
and often will save life. A fluoroscopic examination 
should be made first with the patient in dorsal decu- 
bitus to study the motility of the diaphragm and the 
topography of the gas spots in the abdomen, and 
then with the patient in the vertical position to ex- 
amine the subphrenic space for the collection of gas. 
Roentgenograms should be made with the patient in 
the vertical and left lateral decubitus positions. The 
authors warn against the administration of a barium 
meal and of gaseous substances. Immobilization of 
the diaphragm by a subphrenic collection of gas sec- 
ondary to perforation was not observed in their 
series of seventeen cases. Occasionally there was 
limitation of respiratory movement which appeared 
to be associated with contraction of the abdominal 


muscles. In one case a subhepatic bubble of gas was 
observed when there was no gas under the right leaf 
of the diaphragm. 

In some cases pneumoperitoneum is not recog- 
nized because the examination is made too quickly 
or with inadequate apparatus, or pneumoperitoneum 
is diagnosed when it is not present or it is interpreted 
incorrectly. In one of the cases cited by the authors 
the colon interposed itself between the liver and the 
right leaf of the diaphragm, pushing the liver down 
and producing an X-ray picture suggesting pneumo- 
peritoneum. 

Assmann states that whereas the gas in the colon 
is only slightly mobile, intraperitoneal gas varies 
with the position of the patient and rises to the area 
of highest elevation. 

Cases of postoperative pneumoperitoneum were 
also studied with the X-ray. In one of them the gas 
remained for nineteen days. 

The authors report several cases in which per- 
forating ulcers not recognized clinically were diag- 
nosed by the X-ray demonstration of pneumoperito- 
neum; review cases of typhoid, peptic, tuberculous, 
dysenteric, and traumatic perforations from the 
literature; and report two cases of perforated peptic 
ulcer and perforated ulcer of Meckel’s diverticulum 
occurring in children. 

In conclusion they state that the absence of pneu- 
moperitoneum in cases of suspected perforating ulcer 
does not contra-indicate laparotomy, and that an 
X-ray diagnosis of pneumoperitoneum confirms the 
clinical demonstration of tympany over the liver. 

The article contains numerous roentgenograms. 

FRANCOIS JEHIN DE PRuME, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. 
Fourth Installment. Am. J. Surg., 1933, xx, 169. 


Neoplasms are responsible for about 17 per cent 
of all cases of obstruction of the intestines exclusive 
of those caused by external strangulated hernia, and 
are the most common cause of intestinal obstruction, 
exclusive of:hernia, in persons past middle life. Of 
32 cases of obstruction due to neoplasms in the 
Massachusetts General Hospital, 19 were due to 
primary carcinoma of the bowel and 6 to metastatic 
carcinoma. Of the primary neoplasms, those arising 
in the large intestine were the most frequent cause 
of obstruction, and of the latter, those located in the 
sigmoid accounted for about half of the obstructions. 
Carcinoma of the sigmoid was the cause of the ob- 
struction in 12 cases. In the 13 other cases of car- 
cinoma, the sites of the lesion were equally dis- 
tributed among the other anatomical divisions of 
the large intestine. 

Acute obstruction from a neoplasm is usually the 
result of a stenosing fibrocarcinoma and is probably 
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due partly to cicatricial contraction and partly to 
encroachment on the lumen by the tumor growth. 
Inflammatory oedema superimposed upon the origi- 
nal process may be the exciting factor. Interference 
with the blood supply to the colon may occur within 
the wall of the vessel, McIver terms this “capillary 
interference.”’ It is most apt to occur in the cecum 
because the caecum is the most distensible portion of 
the large bowel. The large bowel is less apt to suffer 
from mesenteric interference to the blood supply 
than the small bowel. 

Patients with intestinal obstruction due to a neo- 
plasm usually have prodromal symptoms before the 
obstruction becomes acute. These consist of obsti- 
nate and often progressive constipation occasionally 
alternating with diarrhoea. In the cases reviewed 
the average duration of the subacute or prodromal 
period was nine weeks, and the average time be- 
tween the onset of symptoms and operation was five 
days. Vomiting occurs relatively early, but is less 
apt to be persistent than in obstructions of the small 
intestine. Distention of the abdomen is a notable 
feature. Carcinoma of the colon occurs almost twice 
as often in males as in females. 

In the group of cases reviewed there were 24 in 
which operation was done for subacute obstruction 
due to a tumor. In 12 others there were obstructive 
symptoms which were not marked enough to be con- 
sidered subacute. Of the 24 cases of subacute ob- 
struction, the blockage was due to primary carci- 
noma of the large intestine in 19 and to metastatic 
involvement of the small intestine in 5. The average 
duration of the symptoms in these cases before the 
patient entered the hospital was six weeks. 


Strangulation of a loop of intestine in an external 
hernia is the most frequent cause of intestinal ob- 
struction, being responsible for approximately half 
the cases. It occurs usually at the hernial ring, but 
sometimes at the tight neck of the sac. Of the vari- 
ous herniz, inguinal hernia is by far the most fre- 


quent. Strangulation occurs more frequently in 
femoral and umbilical herniw. Of 147 strangulated 
herniz in the Massachusetts General Hospital series 
of cases, 56 per cent were inguinal, 21 per cent femo- 
ral, 18 per cent umbilical, 6 per cent ventral, and 2 
per cent epigastric. The small intestine was involved 
in 86 per cent of the cases, the small and large in- 
testine were involved in g per cent, and the large in- 
testine was involved in 5 per cent. Of the 147 cases, 
necrosis was recorded in 19 (13 per cent). Strangu- 
lated hernia occurs about twice as frequently in 
males as in females. However, in the umbilical and 
femoral types strangulation occurs about 3 times as 
often in females as in males. It is most common be- 
tween the fortieth and sixtieth years of age. As a 
rule, the clinical picture and visible hernia make the 
diagnosis relatively easy. Occasionally the hernia 
may be so small that it may be overlooked. Occa- 
sionally, even though interference with the blood 
supply is not suflicient to cause necrosis, damage of 
the intestine may occur and cicatricial contraction 
ultimately take place. 
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Occlusions of the mesenteric vessels produce ileus. 
They are of 2 main types, thrombosis of the arteries 
or veins and arterial embolism. In the Massachu 
setts General Hospital series there were 6 cases of 
mesenteric thrombosis and 3 in which the circulation 
was occluded in some other way. 

Mesenteric occlusion occurs most frequently in 
middle or old age. The clinical course may be either 
acute or chronic, but in by far the majority of cases 
is acute. The condition is a surgical emergency be 
cause, unless it is relieved, death almost invariably 
results. Generalized abdominal pain associated with 
vomiting and melena are prominent symptoms. 

ALTON OCHSNER, M.D. 


Jenkins, H. P., and Beswick, W. F.: Experimental 
Ileus. The Prolongation of Life for Seveniy 
Days After High Intestinal Obstruction by the 
Administration of Sodium Chloride and Nu- 
tritive Material into Intestine Below the Site 
of Occlusion. Arch. Surg., 1933, xxvi, 407. 


Although most investigators have attributed 
death in acute intestinal obstruction to a toxemia, 
there has recently accumulated considerable evi- 
dence which supports the view that in death from 
uncomplicated high intestinal obstruction the loss 
of digestive secretions is an important factor. The 
theory that the mechanism of death is primarily 
chemical rather than toxic is based on studies o/ 
the chemical composition of the blood of animals 
with intestinal obstruction and on experiments with 
fistulae. Gamble and McIver found that the chie/ 
inorganic constituents of the digestive secretions 
are sodium and chloride ion. The continued loss of 
these secretions depletes the blood plasma and in- 
terstitial fluids of the important blood electrolytes, 
fixed base (chiefly sodium), and chloride ions, with- 
out which the body cannot hold fluids. Moreover, 
the loss of sodium and chloride ion results in an 
acidosis or alkalosis of varying degree. Gamble and 
McIver attribute death in acute intestinal obstruc- 
tion to dehydration following loss of blood el 
trolytes and disturbance of the acid-base equilibrium. 

In the authors’ experiments, dogs in which high 
intestinal obstruction had been produced were given 
about 1 liter daily of a 1 per cent solution of sodium 
chloride and a 5 to 7 per cent dextrose solution. !n 
one instance, peptonized milk was given in addition 
through a jejunostomy opening below the obstruc- 
tion. Two of the dogs survived fifty-two and seventy 
days respectively, six died between the seventeenth 
and thirty-eighth days, and thirty died between the 
second and fifteenth days. The animals surviving 
longest showed no toxic symptoms. Vomiting 
occurred about every other day. The stools wcre 
sometimes watery and sometimes solid. The bo:ly 
weight showed a gradual decline, the loss finally 
amounting to more than half of the original body 
weight. Chemical study of the blood showed that 
the chlorides remained at a normal level except in 
three instances in which the figures were much 
higher than normal. In the cases of the two animals 
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surviving for fifty-two and seventy days the out- 
standing feature was marked emaciation. 

The authors conclude that an important cause of 
death in high intestinal obstruction is the loss of 
digestive secretions. Sodium chloride solution ad- 
ministered through a jejunostomy opening below 
the obstruction replaces the water and important 
blood electrolytes, fixed base (chiefly sodium), and 
chloride ions which are ordinarily lost as the result 
of failure of absorption and continued vomiting. In 
low obstruction and obstruction complicated by 
necrosis of the bowel, the loss of digestive secretions 
may be a factor in the causation of death, but is of 
varying importance. In these conditions toxemia 
probably plays the more important réle, and opera- 
tive relief of the obstruction should be done imme- 
diately. The beneficial effect of the subcutaneous or 
intravenous administration of saline solution appears 
to depend largely on the extent to which the body 
has suffered from the logs of digestive secretions due 
to failure of re-absorption and vomiting. 

Joun W. Nuzum, M.D. 


Otschkin, A. D.: The Clinical Aspects of Throm- 
bosis of the Mesenteric Veins and the Portal 
Vein in Appendicitis (Zur Klinik der Thrombose 
der Mesenterialvenen und der Pfortader bei Ap- 
pendicitis). Arch. f. klin. Chir., 1932, clxxi, 758. 

Thrombosis of the mesenteric veins usually de- 
velops in such a manner that a thrombus of the 
veins of the mesenteriolum of the inflamed appendix 
is formed. The thrombus extends into the ileocolic 
vein, the superior mesenteric vein, and finally into 
the portal vein with its branches in the liver. 
Sometimes, from the thrombus in the mesenterium 
or the ileocolic vein a piece breaks off as an embolus 
and, avoiding the valves of the vein, reaches the 
liver directly and causes the formation of a solitary 
abscess. The size of the thrombosed area and the 
clinical course do not depend to any degree upon the 
amount of change in the appendix. Occasionally 
extensive thromboses with suppurative degeneration 
accompany changes in the appendix which can be 
demonstrated only microscopically. On the other 
hand, the most extensive destructive processes of 
the appendix may not produce pylephlebitis. 

The following figures show the frequency of 
pyelephlebitis: Rostowzeff saw 2 cases in 163 cases 
of appendicitis, Bernhard saw 5 in 398, Matterstock 
saw 11 in 148, Moschkowitz saw 7 in 1,529, Bruehe 
saw 15 in 2,500, and Eliason saw 3 in 2,237. Of 46 
cases of pylephlebitis, collected by Lugdon-Brown, 
42 per cent were caused by appendicitis. Eliason 
and Stillman found that pylephlebitis occurred in 7 
per cent of cases of appendicitis. According to 
Burlow, Bendle Short found pylephiebitis in only 
0.4 per cent of 2,714 cases of appendicitis, Gerster 
found it 9 times in 1,189 cases, and Krogius found it 
twice in 1,000 cases. Of the author’s 1,692 cases of 
acute appendicitis, pylephlebitis occurred in 15 
ag per cent). In g it was not recognized during 
ife. 
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A review of the total autopsy material in the period 
from 1911 to 1931 (15,747 autopsies) revealed 25 
cases of pylephlebitis in which appendicitis with 
thrombosis of the mesenteric and liver veins was 
present. Twelve of these cases came from the sur- 
gical clinic and the remaining 13 from the other 
departments of the hospital. In the latter the diag- 
nosis before autopsy was abdominal typhus, typhoid 
fever, suppurative angiocholitis, adnexal disease, 
sepsis, or tuberculous peritonitis. In all of these 
cases the disease had its origin in the appendix. 

The clinical picture of this complication, which 
frequently presents great difficulties in diagnosis, is 
described by the author on the basis of to case 
histories. In 3 of the cases the peritoneal symptom 
which is so characteristic of acute appendicitis was 
obscured by a severe infection which had no con- 
nection with the point of origin. Accordingly, for 
this reason also, an incorrect diagnosis was made. 
At first, there were pains in the abdomen, but none 
was localized at McBurney’s point. For the most 
part, the pains were in the upper part of the abdomen 
on the right side in relationship to the incipient 
involvement of the liver. The difficulties in the 
diagnosis are greater the later the patient comes for 
treatment. The variations from the syndrome of 
acute appendicitis consist of the short duration of 
the symptoms, their slight intensity, and their dis- 
proportion to the severe general clinical picture. An 
outstanding symptom is distention of the abdomen 
in the nearly complete absence of dyspeptic symp- 
toms and intestinal paralysis. Characteristic are 
chills which frequently indicate the beginning of the 
disease. The leucocyte count ranges from 10,200 to 
28,000. The blood picture is characterized by a 
constant diminution of the erythrocyte count and 
hemoglobin content. The increase in the leucocyte 
count apparently coincides with the suppurative 
degeneration of the thrombi and the formation of 
suppurative foci in the retroperitoneal cellular tissue 
or the liver. Icterus of the sclere appears with the 
spread of the inflammatory process to the liver 
tissue. A rapidly increasing icterus in the presence 
of continuous chills is unfavorable and may lead to 
a false diagnosis. The clinical picture is character- 
ized by asthenia and fatigue. Consciousness remains 
clear up to the last day. True ascites is not observed. 
In 3 of the author’s cases elevation of the dome of 
the right side of the diaphragm was seen on roentgen 
examination. 

In 7 of the 10 cases reported death resulted. On 
the basis of 53 cases collected from the literature and 
14 cases of his own in which there were 7 deaths, 
Eliason reported the mortality as 54.5 per cent. 
In 15 cases seen by the author there were 12 deaths, 
a mortality of 80 per cent. 

As a surgical measure against thrombosis, Wilms 
recommends ligation of the ileocolic vein at the 
ileocwcal angle. Braun attempts to prevent further 
spread of the thrombus to the portal vein by ligating 
the ileocolic vein at the point where it empties into 
the superior mesenteric vein, and performs this 
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ligation as soon as possible in cases of appendicitis 
in which thrombosis is suspected. Melchior collected 
from the literature 8 cases which were treated by 
this method with a successful outcome and reported 
acase of hisownin whicharelaparotomy with ligation 
of the ileocolic vein was done because of chills 
following appendectomy. The result was successful. 
The author concludes that early diagnosis and 
operation are the best preventives of pylephlebitis. 
Ligation of the ileocolic vein according to Braun’s 
method is to be regarded only as an auxiliary meas- 
ure against the severe complications accompanying 
pylephlebitis. It is possible for a thrombosis to run 
a favorable course, but this cannot be foretold in the 
individual case. HauMANN (Z). 


Raiford, T. S.: Carcinoma of the Transverse Colon. 
Surg., Gynec. & Obst., 1933, lvi, 820. 

Of 297 carcinomata of the colon treated at the 
Johns Hopkins Hospital, Baltimore, only 22 (7.3 per 
cent) were located in the transverse colon between 
the hepatic and splenic flexures. Twenty-one were 
in the hepatic flexure, 18 in the splenic flexure, 109 
in the descending colon and sigmoid, and 96 in the 
ascending colon and cecum. The site of the remain- 
ing 31 could not be ascertained from the records. 

The transverse colon is approximately of the same 
length as the ascending and the descending colon, 
but the frequency of cancer in the transverse colon 
is only one-fifth that of cancer in the ascending or 
descending colon. There is no great difference in the 
incidence of cancer in the transverse colon as com- 
pared with the hepatic and splenic flexures. 

The transverse colon is functionally more active 
and therefore less subject to stasis than other parts 
of the colon, but stasis and irritation have not been 
proved responsible factors in cancer formation. 

Of the 22 tumors reviewed by the author, all 
occurred in white persons. Thirteen of the patients 
were males. The majority of the tumors were of the 
annular ‘“‘napkin-ring” type and on histological 
examination were found to be adenocarcinomata. 
Sixty per cent showed mucoid degeneration. 

The clinical symptoms of the disease are not 
specific until obstruction occurs. They are fre- 
quently similar to those of stomach and gall-bladder 
disease. Tumors are usually palpable early. The 
diagnosis must be made by X-ray examination after 
a barium enema. Extension of the disease to the 
stomach occurred in 8 of the 22 cases reported. To 
discover such extension before operation the stomach 
should be examined with the X-ray after a barium 
meal. In the surgical treatment removal of a portion 
of the stomach may be necessary. More commonly 
the posterior wall is removed. 

Of the 22 cases studied, 18 were operated upon. 
Six (33% per cent) of the patients operated upon 
died as the result of the operation and 2 died of 
recurrence. In the cases of 4 the ultimate result is 
not known. Three who were operated upon five 
years ago and 3 who were operated upon less than 
five years ago are apparently well. 
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With regard to the technique of the operative 
procedure the author calls attention to the fact that 
extension of the disease along the lumen of the 
bowel is of less importance than has hitherto been 
believed. The disease has rarely been found more 
than 2 in. from the site of the primary growth. 
The importance of the removal of a wide margin of 
gut is therefore frequently overrated. 

Great care is necessary to dissect each branch of 
the middle colic artery so that the viability of both 
stumps will be preserved. In fat mesenteries this 
may be difficult. 

After resection, end-to-end or lateral anastomosis 
may be done, depending on the case. The author 
prefers lateral anastomosis when it is possible. Of 
the 2 satisfactory methods of lateral anastomosis— 
isoperistaltic and antiperistaltic—, he prefers the 
antiperistaltic method of Bloodgood. This brings 
the blind ends of gut outside of the peritoneal cavity 
so that in case of gangrene or rupture of the blind 
ends nothing more harmful than a fecal fistula will 
result. 

If the tumor is in the proximal portion of the 
transverse colon, the entire right half of the colon 
should be removed. 

Adenocarcinoma is not radiosensitive. 

G. Paut La Roque, M.D 


Keller, W. L.: Annular Stricture of the Rectum 
and Anus. Am. J. Surg., 1933, Xx, 28. 


This is a preliminary report, based on eight cases, 
regarding the treatment of annular stricture of the 
rectum and anus by tunnel skin grafts. 

The tunnel grafting is preceded by local irrigations 
for several days to diminish septic proctitis. It 
consists essentially in threading tubular skin gra(ts 
beneath the structured anal surface, parallel with 
the anal canal, in the four quadrants. After the 
grafts have become established they are incised 
longitudinally with one blade of the scissors in the 
canal of the graft and the other blade in the anal 
canal, the anal orifice and rectal canal being thereby 
enlarged. 

In the cases reviewed the operative record covers 
a period of eleven years. The operation was success- 
ful in seven of the eight cases. 

Cuar_es F. DuBots, M.D 


Kallet, H. I., and Saltzstein, H. C.: Sarcoma, 
Melanoma, and Leukosarcoma of the Rectum. 
Arch. Surg., 1933, XXvi, 633. 

Five-tenths per cent of all rectal neoplasms are 
sarcomata. 

The authors report three sarcomata, three 
melanomata, and one leukosarcoma of the rectum. 
There was little distinguishable difference between 
the clinical course of melanoma and sarcoma. Even 
a histological differentiation between these two 
types of tumor may be difficult as melanoma'!a 
tend to develop spindle cells and at first their 
pigment may be absent or so scanty as to escape 
detection. 
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Both sarcoma and melanotic growths arise 
beneath the mucosa, ordinarily in either the anal 
canal or the lowest part of the ampulla. In the 
cases reported by the authors they originated on the 
anterior rectal wall although it is usually stated that 
the posterior wall is involved first. 

The primary objective manifestation—the mass 
beneath the mucosa—is at first of insignificant 
appearance and may be confused with a benign 
polyp or hemorrhoid. 

The mucosa remains intact as the early growth 
proceeds. Sometimes a polyp develops and _ is 
extruded with bowel movements. More often there 
is a local mass which is indistinguishable from car- 
cinoma except that the mucosa remains intact 
longer, ulceration occurs later, the marked obstruc- 
tion characteristic of some rectal cancers is absent, 
and digital examination gives the sensation of 
compression from an extramucosal mass rather than 
the sensation of direct involvement of the mucosa 
with early crater formation. 

The prognosis is very unfavorable. Of the pa- 
tients whose cases are reported by the authors all 
are dead except one who was well eight months 
after treatment. One lived four years after the 
removal of a rectal polyp which showed melanoma 
on microscopic examination, and then died following 
cerebral symptoms. 


Chisholm, A. J.: The Relation of Pulmonary 
Tuberculosis to Anorectal Fistulz; A Clinical, 
Pathological, and Bacteriological Study. Surz., 
Gynec. & Obst., 1933, lvi, 610. 


As the result of sanitary hygiene the incidence 
of fistula-in-ano has steadily decreased. The de- 
crease has been especially marked in the last twenty 
years. The primary cause of the condition is an 
abscess in the tissues surrounding the rectum which 
is brought about by congenital cysts, a foreign body, 
fissures, ulcers, suppuration of the intramuscular 
glands, or tubercle. Except in cases of tubercle, 
the infective organism is probably not important. 
Tuberculous fistula can usually be diagnosed from 
the appearance of the parts, but this is not entirely 
reliable. Histological examination of a few pieces 
of the wall of the fistula is fairly reliable, but the 
diagnosis can be made with certainty only by in- 
oculation of guinea pigs. 

Ischiorectal abscess and fistula-in-ano occur in 
males about 8 times as often as in females. In 
about 5 per cent of cases of pulmonary tuberculosis 
in males the pulmonary condition is associated at 
some time with ischiorectal abscess or fistula. Fis- 
tula occurs 13 times more often in tuberculous 
than in non-tuberculous males and frequently before 
any signs of lung lesions. It is most common be- 
tween the ages of thirty and forty years. 

Of 155 patients with anorectal fistula whose cases 
are reviewed by the author, 106 were free from 
evidence of pulmonary tuberculosis, 18 had an ar- 
rested pulmonary tuberculosis, and 31 had an active 
pulmonary lesion. 
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Tubercle bacilli were found by bacteriological 
methods (guinea-pig inoculation and cultures) in 
the cases of 77 per cent of the patients with active 
pulmonary tuberculosis, 55 per cent of those with 
inactive pulmonary tuberculosis, and none of those 
who were free from evidence of pulmonary tuber- 
culosis. This suggests a close etiological relation- 
ship between tuberculosis of the lungs and tubercu- 
lous ischiorectal abscess and anorectal fistula. 

WIriiram E. SHACKLETON, M.D. 


LIVER, GALL BLADDER, PANCREAS, 


AND SPLEEN 
Melli, G.: Hepatosplenomegaly with Jaundice 
(Epato-splenomegalie con ittero). Policlin., Rome, 


1933, xl, sez. med. 69. 


The author reports the cases of five patients who, 
for periods ranging from seven to nine years, suffered 
from jaundice associated with enlargement of the 
liver and spleen. The essential pathological process 
was studied at operation or autopsy. So far as could 
be determined clinically, the jaundice seemed to be 
due to incomplete occlusion of the biliary processes. 
The patients experienced attacks of fever alternating 
with periods of freedom from symptoms. 

In discussing the pathological processes capable of 
producing the symptoms noted in his cases, the 
author refers particularly to the effect of calculi and 
chronic infections in the biliary passages. He doubts 
that hyperactivity of the liver, or ‘““hyperhepatism,” 
is the fundamental factor. He doubts even the oc- 
currence of such a condition. 

Melli discusses also the relationship of his cases to 
Hanot’s disease. He reviews the theories regarding 
the causes of Hanot’s disease and concludes that the 
basic factor is an obstruction of the biliary passages, 
commonly from calculi or angiocholitis and pericho- 
langeitis, which initiates and maintains a chronic 
infection of the bile ducts and liver cells. The en- 
largement of the spleen he attributes to infection 
and stasis. 

Early surgical intervention for relief of the biliary 
obstruction offers the only means of radical cure. 

Peter A. Rost, M.D. 


Mocquot, P.: Surgical Intervention in Certain Re- 
tention Jaundices Without Organic Obstruc- 
tion. The Influence of External Biliary Drain- 
age on the Hepatic Functions (L’intervention 
chirurgicale dans certaines ictéres par rétention sans 
obstacle. Influence du drainage biliaire externe sur 
les fonctions hépatiques). J. de chir., 1933, xli, 177. 


The author reports two new cases which sup- 
pert his previously expressed theory that an ob- 
structive type of jaundice may occur without ac- 
tual obstruction and should be treated by biliary 
drainage. 

The first case was that of a woman forty-one years 
old who gave a history of intermittent attacks of 
dyspepsia and colicky pain in the upper right quad- 
rant of the abdomen, the last one of which was asso- 
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ciated with jaundice. These symptoms dated back 
nine years. The stools had often been clay colored 
and the urine dark. 

mr At operation, no pathological changes could be 
discovered in the bile passages. The liver was 
moderately enlarged, but otherwise normal. Simple 
cholecystostomy was performed. The bile from the 
fistula was sterile. At times it was dark and thick, 
and at other times pale and fluid. Chemical analysis 
failed to show the expected relation between its ap- 
pearance and its chemical composition. The pale 
fluid bile contained the most solids. 

The complete integrity of the biliary passages was 
demonstrated by roentgenograms taken after the 
injection of lipiodol through the fistula. 

After one month of drainage the fistula was 
allowed to close. Recovery was complete except for 
a persistent mild anorexia. 

The second case was that of a man forty-two years 
old. Two weeks before the patient entered the 
hospital he noted that his sclera had a yellow tint. 
Generalized jaundice soon developed and the stools 
became clay colored. Pain was absent, but there 
was rapid loss of weight. Physical examination 
disclosed only enlargement of the liver and spleen. 

At operation, a greatly enlarged, dark liver was 
discovered. The gall bladder and ducts appeared 
entirely normal. Cholecystostomy was performed. 
The bile was sterile. 

Six weeks of drainage was required before the 
jaundice cleared up. Roentgenograms taken after 
the injection of lipiodol showed a slight delay in the 
passage of the oil into the duodenum, but there was 
no evidence of obstruction. Recovery was unevent- 


ful. Eighteen months later the patient was well. 
Five cases reported by other surgeons are cited 


briefly. One of the patients eventually died of 
subacute hepatitis. 

The characteristics common to all of these cases 
were enlargement of the liver and loss of weight. A 
study of the bile revealed nothing regarding the 
hepatic disturbance except that it was not of the 
nature of a cholangeitis or an infectious hepatitis. 
This problem might be solved by biopsies on the 
liver. One such biopsy was performed by Chabrol, 
Brocq, and Porin. The essential lesion was found to 
be a portal fibrosis. ALBERT F, DE Groat, M.D. 


Tytgat: Operative Indications in Hepaticobiliary 
Surgery (Les indications operatoires en chirurgie 
hepaticobiliaire). Bruxelles méd., 1933, xiii, 232. 


There is hardly any disease of the liver that may 
not require surgical operation at some time in its 
course. The author discusses briefly the surgery of 
trauma, tumor, and abscess of the liver, but devotes 
the greater part of his article to acute cholecystitis, 
in which he thinks early operation should be per- 
formed just as systematically as in appendicitis. He 
believes that in acute cholecystitis there is no good 
reason for expectant treatment. The arguments for 
it are based on the supposed danger of operation and 
the removal of an organ the function of which is not 
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very well understood. Tytgat points out from col 
lections of statistics that the mortality of early 
operation is from 3 to 1o per cent while that of late 
operation is 20 per cent. Thousands of patients have 
lived after cholecystectomy without any unfavorable 
effects. Moreover, an infected gall bladder rarcl, 
recovers entirely, and removal of calculi and drain 
age often lead to chronic infection which finally 
necessitates radical operation. After operation the 
patient should be turned over to the internist jor 
medical and dietetic management, as his liver js 
still diseased. 

In conclusion the author states that in diseases of 
the biliary tract close codperation between t!ic 
surgeon and the internist is particularly important. 

AupDREY Goss MorGan, M.D 


Akerlund, A.: Observations in Cholecystograins 
Made With the Patient in the Erect Position. 
A New Roentgenological Sign of Gall Stones 
(Beobachtungen bei Cholezystogrammen in au 
rechter Koerperstellung. Ein neues roentgenol:. 
isches Gallensteinsymptom). Acta radiol., 1933, \ 
74. 

The author recommends serial cholecystogratis 
made with a tube diaphragm, graded compressivn, 
and the patient in the erect position especially {ur 
the demonstration of small gall stones. Under such 
conditions large as well as small stones and raddiv 
opaque and thinner stones will usually be found to 
have sunk to the fundus of the gall bladder. Tumor 
defects do not change their position. Neither do gill 
stones that are wedged in the upper part of the organ, 
and occasionally the presence of valvular formations 
in the gall bladder or of inspissated calcareous |ile 
prevents the stones from sinking. Sometimes, but 
relatively seldom, medium-sized transparent gill 
stones remain suspended within the shadow of the 
gall bladder. 

In five cases of very small transparent stones the 
author noted a new roentgenological sign of chole 
lithiasis in cholecystograms taken with the patient in 
the erect position. This consisted of stone defevts 
forming, in the middle part of the gall-bladder 
shadow, a horizontally suspended layer which 
mained constant in spite of changes in the paticn! s 
position and manipulation. Akerlund believes | 
explanation is to be sought in the presence within /: 
gall bladder of bile fractions of unequal concentri 
tion (specific weight) which do not mix with ¢ 
other, and in the specific weight of the gall sto: 
between the respective weights of these differ 
fractions. He agrees with Eliasz that this stratiti 
tion of dissimilar bile fractions may be an i 
portant factor in the pathogenesis of gall stones. 


Burrows, H.: An Experimental Inquiry into tie 
Association Between Gall Stones and Prim::y 
Cancer of the Gall Bladder. Bril. J. S: 
1933, XX, 607. 


By some clinicians, gall stones are regarded 
causal agents of biliary cancer, The foundation 
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this opinion is the frequency with which calculi are 
present in cases of primary carcinoma of the gall 
bladder and the alleged experimental production of 
cancer by the insertion of foreign bodies into the 
vall bladders of animals. However, the frequency 
of the association of cholelithiasis with carcinoma 
of the gall bladder cannot in itself be regarded as 
proof that either condition has caused the other. 

The general character of the results obtained in 
all of the experiments carried by different observers 
is uniform; that is, the introduction of a foreign 
body into the gall bladder of a guinea pig or a rabbit 
produces at a very early stage a rapid and extensive 
proliferation of the various histological elements 
composing the affected viscus. This proliferation is 
accompanied by a penetration into the contiguous 
structures—the liver and adherent omentum—of the 
newly formed glandular and other elements derived 
from the gall bladder. This invasive process has 
been variously interpreted, some investigators hav- 
ing accepted it, especially when it is accompanied 
by the development of atypical epithelium, as evi- 
dence of malignancy, and others regarding it as 
compatible with a benign process. Some have called 
the condition precancerous. The author does not 
believe that the microscopical evidence hitherto 
brought forward to support the view that cancer 
has been produced artificially by gall stones is im- 
peccable. He states that the diagnosis of cancer in 
experimental work with animals requires further 
proofs than those supplied by the microscope. The 
malignant tumor infiltrates and destroys the neigh- 
boring structures, it is amenable to transfer by 
autografts or heterografts, it forms metastases, and 
unless treated, it progresses to kill the host. While 
not all of these criteria are essential to a diagnosis 
of malignancy, at least some of them should be 
present. In the experimental work done by the 
author not one of them substantiated the diagnosis 
of cancer. 

In the study herewith reported gall stones intro- 
duced into the gall bladders of thirty-three guinea 
pigs didnot produce cancer. Samuet Kaun, M.D. 


Brackertz, W.: Animal Experiments on the Extra- 
hepatic Biliary Passages. I. Destructive 
Changes Caused by Pancreatic Ferments (Tier 
experimentelle Untersuchungen an den_ extra- 
hepatischen Gallenwegen. I. Pankreasferment- 
schaeden). Deutsche Zischr. f. Chir., 1932, ccxxxvii, 
I4I. 

The author carried out experiments on rabbits to 
clarify the problem of non-perforative biliary peri- 
tonitis. By means of these experiments it was 
possible to study the acute destruction found in the 
familiar clinical picture of non-perforative biliary 
peritonitis in human beings. The findings proved 
that active sterile pancreatic extract alone, even 
when retained in the biliary passages for twelve 
hours, is not able to damage the untraumatized 
wall of the biliary passages, but that when infection 
is added digestive necrosis of the walls of the biliary 
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passages occurs within a short time and _ biliary 
peritonitis ensues. Therefore a bacterial infection is 
of importance for activation of the ferment of the 
pancreatic juice introduced into the biliary passages. 

The author summarizes his results as follows: 

1. Neither an active sterile solution of pankreon 
tablets nor sterile beef pancreatic extract, which is 
stronger, produced any evidence of digestive 
necrosis on the walls of the biliary passages when it 
was artificially retained in the biliary passages of the 
rabbit in quantities of o.5 c.cm. for twelve hours. 
In the one instance in which digestive necrosis of the 
walls of the gall bladder appeared following the 
injection of what was believed to be sterile pancreatic 
extract it was later found that the extract which had 
been treated with toluol for twelve hours and used 
in the experiment was not sterile. When the extract 
was treated with chloroform before its injection 
digestive necrosis was never found. 

2. When colon bacilli were introduced with the 
pancreatic extract into the biliary passages of the 
rabbit and the common duct was then ligated, 
digestive necrosis of the gall-bladder wall developed 
in every case, in one instance within five hours and 
in the others within twelve hours. The necrosis 
was followed invariably by biliary peritonitis with- 
out macroscopic or microscopic evidence of per- 
foration. The extent of the digestive necrosis 
depended without question upon the fermentative 
activity of the pancreatic extract. For example, the 
mildly active solutions of pankreon tablets produced 
only superficial digestive necrosis of the wall of the 
gall bladder without biliary peritonitis. This fact 
shows that not all parts of the wall of the gall blad- 
der were involved in the necrotic process as yet, only 
the mucous membrane being affected. Very active 
pancreatic extract mixed with colon bacilli produced 
in one instance a very extensive necrosis of the entire 
gall-bladder wall within five hours, while in another 
case necrosis was found only after twelve hours. 
Simultaneously with the appearance of the necrosis 
of the gall-bladder wall, biliary peritonitis developed 
without a microscopically demonstrable perforation. 
In these experiments the results were the same 
whether the common duct was ligated or stenosed in 
some other manner. 

3. When pancreatic extract and colon bacilli 
were injected into the biliary passages of the rabbit 
and the biliary passages were not obstructed, no 
change in the sense of a digestive necrosis was 
found after either twelve or sixteen hours. 

4. It was shown that in the experiments in which 
the injection of pancreatic juice and colon bacilli 
had caused an extensive necrosis of the gall-bladder 
wall, the wall of the common duct usually showed 
no changes, but occasionally presented similar 
changes localized at the site of the injection. 

5. Control experiments with injections of sterile 
salt solution and colon bacilli yielded no evidence to 
indicate that it is possible to produce digestive 
necrosis of the walls of the biliary passages in this 
manner. FLescu-THEBESIUS (Z). 
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Holman, E., and Railsback, O. C.: Partial Pan- 
createctomy in Chronic Spontaneous Hypo- 
glycemia; with a Review of the Cases of Hypo- 
glycemia Surgically Treated. Surg., Gynec. & 
Obst., 1933, lvi, 591. 


The symptoms of hyperinsulinism vary directly 
in their severity with the insulin excess and the re- 
sulting hypoglycemia. They progress from weak- 
ness, nervous irritability, fatigability, extreme hun- 
ger, muscular twitchings, visual defects, unsteadi- 
ness of the gait, excessive perspiration, and loss of 
emotional control to mental confusion, disorienta- 
tion, convulsive seizures, syncope, and coma ending 
in death. Patients frequently discover that the 
ingestion of food may prevent attacks of symptoms. 

Three surgical conditions have been found re- 
sponsible for insulin excess: carcinoma of the islet 
of Langerhans, a benign tumor of the islets, and 
overactivity of a normal appearing pancreas com- 
parable to hyperthyroidism due to hyperplasia of 
the thyroid. The authors review eight cases of 
insulin excess collected from the literature and 
report a case of their own. 

Their own case was that of a man thirty-one 
years old who had been compelled to stop work on 
several occasions during the past year and a half 
because of pronounced weakness. After physical 
labor he became mentally confused and disorien- 
tated, often staggered, and sometimes lost con- 
sciousness. After taking a cup of hot chocolate 


he recovered immediately. On one occasion he failed 
to awaken in the morning and could be aroused 
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only after food was administered. The attacks be 
came increasingly more frequent until finally they 
occurred every two or three weeks. 

Physical examination was negative. The attacks 
could be easily provoked by depriving the patient 
of food. During an attack the blood sugar was abou! 
38 mgm. per 100 c.cm. After restoration of con 
sciousness by the administration of food, it rose to 
128 mgm. per I00 c.cm. 

Thyroid extract and pituitary extract were given 
without benefit. Laparotomy revealed a norma! 
appearing pancreas in which no abnormality coul: 
be palpated. An excised 8-cm. portion of the tai! 
of the pancreas showed no anatomical changes 
On the sixteenth postoperative day a mass ap 
peared in the epigastrium. Drainage of the ma: 
evacuated 1,500 c.cm. of thick grayish fluid con 
taining numerous bits of necrotic pancreatic tissu: 
After the operation the blood sugar remained loy 
but the patient became able to perform a day's 
work without leaving it to eat. 

In none of the three reviewed cases in which an 
adenoma was found was the tumor more than 
cm. in diameter. The authors therefore believe i 
highly probable that in the cases in which resection 
of the pancreas showed no tumor formation th: 
pathological changes were elsewhere in the gland 
They suggest that when palpation fails to revea! 
the tumor, removal of at least four-fifths of th: 
pancreas be done. This could be facilitated by r: 
moving the spleen with the pancreatic tissue. 

STANLEY H. MENTzER, M.D. 
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Graves, W. P.: The Detection of the Clinically 
Latent Cancer of the Cervix; with a Report on 
Schiller’s Lugol Test. Surg., Gynec. & Obst., 1933, 
lvi, 317. 

The combat against cervical cancer during the last 
thirty years has established the fact that this con- 
dition may be cured by the means at our disposal, 
but that the chances of cure are directly proportional 
to the timeliness of the attack. During the period 
cited we have been treating and studying cervical 
cancer in its advanced stages. Only a few incipient 
cancers have been detected and consciously treated, 
the discovery of a cancer in its early stages being 
usually accidental. And yet, since the incidence of 
incipient and terminal cancer is identical; patients 
must repeatedly be on our examining tables who 
harbor malignancy which is invisible to the keenest 
eye and intangible to the most sensitive touch. 

The treatment of advanced cervical cancer by 
surgery, radiotherapy, and the use of colloidal 
metals has reached an impasse. 

In the search for early cases it must be recognized 
that the life history of cervical cancer averages from 
ten to twelve or more years and includes a long 
irritative stage of chronic cervicitis and a shorter, 
though still protracted, stage of clinical latency 
during which the cancerous change, though actually 
present, does not attract the attention of the patient 
or her attendant. Until recently our best method of 
discovering cancer of the cervix in its latent stage 
has been timely repair of the inflamed cervix with 
biopsy. Many unsuspected cancers have been dis- 
covered in this way. However, the procedure has 
frequently led to error as the pathologist unfamiliar 
with the changes of incipient cancer may miss the 
diagnosis or the operator, with nothing to guide him, 
may miss the cancerous area entirely in removing the 
tissue for biopsy. The invention of the colposcope 
by Hinselmann has proved of great aid. 

It is evident that a clearer knowledge of the his- 
tological appearance of early cancer and a simple test 
by which the latent area may be accurately located 
for biopsy are essential. Schiller’s effort to meet 
these requirements stands pre-eminent. From his 
histological studies Schiller drew the following 
conclusions: 

1. Cancer of the cervix starts in the squamous 
epithelium of the portio near the os and at first 
spreads laterally, i.e., superficially. 

2. It starts in the unbroken epithelium and not in 
an ulceration. 

3. Histologically, the chief factors determining 
the diagnosis are: (a) the oblique line of demarcation 
between the normal and abnormal areas, and (b) the 


anaplastic atypicality and polymorphism of the 
abnormal cells. 

However, this histological revelation of the earliest 
appearance of cancer would be of little practical 
importance without the ability to discover the loca- 
tion of a process not distinguishable by sight or 
touch. To meet this difficulty Schiller devised an 
ingenious test based on the discovery by Lahm that 
the upper layers of the normal epithelium of the 
portio and vagina contain rich masses of glycogen 
which disappear when the epithelium becomes 
cornified and changed by cancer. In the normal liv- 
ing tissue the glycogen of the upper layer of cells is 
stained in a few seconds a deep mahogany brown by 
iodine in watery solution (Lugol’s solution). A 
superficial area of early cancer, being devoid of 
glycogen, does not take the stain and stands out 
startlingly white or pink against the deeply colored, 
almost black background of the normal tissue. 

During a nine months’ period in which the author 
used this test on all cervices examined in the 
operating room it revealed three early cancers which, 
in respect to the Lugol test and the microscopic 
findings, corresponded to Schiller’s dicta. In none 
of these cases was there tactile or visual evidence of 
cancer, and in the biopsy there was no guide to the 
location of the cancer except the Lugol test. Of 5=3 
clinical cases, Schiller found the test positive in 140 
and discovered an early cancer in 19 of the latter. 

The test appears to be completely reliable when it 
is clinically negative, that is to say, when all of the 
tissues take the normal stain. It is therefore specific 
for determining the absence of cancer of the portio 
and vagina. The examiner must be familiar with 
conditions that obscure the test. The stain does not 
take on glandular epithelium such as that of the 
endocervix or on the epithelium of an adenocar- 
cinoma. Ulcerations and erosions do not take the 
stain as they have no epithelial covering. Trauma 
produced by tenacula or scrubbing with gauze pre- 
vents normal staining. Clean, living granulations, 
hyperkeratosis, leucoplakia, luetic lesions, and ex- 
posed areas in prolapse do not take the stain. A film 
of mucus, douche water, and blood obscure the 
reaction. 

In conclusion the author says that Schiller’s test is 
specific for cervical cancer and is not adapted to 
other superficial cancers such as those of the vulva 
and the skin of other parts of the body. 

Anice F. MAXxwett, M.D. 


Warren, S.: Studies on Tumor Metastasis. I. Dis- 
tribution of Metastases in Carcinoma of the 
Cervix Uteri. Surg., Gynec. & Obst., 1933, lvi, 742. 


The distribution of metastases found at autopsy 
in 1,059 cases of malignant disease was studied. 
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Only those autopsy protocols were used which afford- 
ed a satisfactory gross description and at least a 
fair clinical history. No case was included without 
a review of the microscopic slides. There were 132 
cases of carcinoma of the cervix uteri. The average 
duration of low-grade epidermoid carcinomata (two 
and three-tenths years) is twice that of high-grade 
epidermoid carcinomata and half again that of epi- 
dermoid carcinomata of medium malignancy. 

The author emphasizes that histological grading 
is of but little value in the estimation of the prog- 
nosis in individual cases. Such factors as the extent 
of the local lesion, the presence of metastases, the 
age of the patient, and the type of treatment must 
be given due weight. Because of the tendency of 
highly malignant tumors to metastasize early and 
widely and to infiltrate deeply, the results of radium 
irradiation of such tumors are very often as unsat- 
isfactory as those of any other treatment. The 
difficulty lies, not in failure of the irradiation to 
affect the tumor, but in failure of effective irradia- 
tion to include all of the malignant cells. In the 
cases reviewed the power of metastasis was most 
pronounced in tumors of Grade 3. 

There is a close parallelism between the degree of 
malignancy and the total number of sites of metas- 
tasis of the tumors of given grade. Carcinomata of 
high malignancy average more than 3 sites of 
metastasis apiece, whereas those of low malignancy 
average less then 1 apiece. 

Metastasis to bone is unusual in cancer of the 
uterine cervix, but in the cases reviewed it occurred 
5 times—twice in cases of tumors of Grade 3 and 
3 times in cases of tumors of Grade 2. The metas- 


tases were all of the osteoclastic type. 

Eighty per cent of the metastases occurring after 
treatment appeared within one year. The length of 
life after treatment in most cases was short. 

ROLAND S. Cron, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Plaut, A.: Ovarian Struma. A Morphological, 
Pharmacological, and Biological Examination. 
Am. J. Obst. & Gynec., 1933, XXV, 351. 


The author reports three cases of ovarian struma. 
The specimens had the character of an ovarian 
teratoma. They all contained different tissues such 
as bone, nervous tissue, and mucinous glands. 
Pseudomucin was absent, and there were no histo- 
logical signs of ovarian cystoma. Cystomata occur 
very frequently in the ovary and are often asso- 
ciated with dermoid cysts. Therefore it is not 
surprising to find a cystoma and a teratoma such as 
an ovarian struma in the same ovary. In the second 
and third cases reported by the author almost the 
entire tumor consisted of thyroid tissue. The thy- 
roid tissue, the mucus-producing portions, and the 
carcinoma-like solid tumor were found side by side 
and even intimately mixed. 

Chemical examination proved the thyroid char- 
acter of the ovarian struma by demonstrating a 


INTERNATIONAL ABSTRACT OF SURGERY 


high iodine content. The Hunt acetonitril test 
showed that ovarian struma has the pharmacologi- 
cal effect of thyroid in proportion to its iodine con 
tent. The tadpole test also showed the tumors to 
contain thyroid substance. 

In the discussion of this report, FRANK stated 
that the carcinomatous portion of such a thyroid 
struma need not cause the clinician great alarm 
even when ascites is present. 

MoeENCcH said that he had tested for iodine in 
three cases, but was unable to demonstrate even 
a trace. 

GEIsT expressed the opinion that the condition 
is more frequent than is indicated by the number 
of reports in the literature. 

Epwarp L. CorNELL, M.D. 


Buzzi, B.: Ovarian Dysfunction, Hypoplasia, and 
Hyperinvolution and Their Relation to Tumors 
of the Female Genital Tract (Disfunzioii 
ovariche, ipoplasia ed iperinvoluzione nei loro raj)- 
porti coi tumori dell’apparato sessuale femminilc). 
Folia gynaecol., 1932, Xxix, 339. 


The author presents a clinical and statistical 
review of 443 cases of genital lesions, 242 observed 
in the Clinic at Parma and 201 at Pavia in the period 
from 1923 to 1930. The lesions studied were as 
follows: fibromyomata, 221 (subserous or subperi- 
toneal, 81; intramural, 118; submucous, 22); carci- 
nomata of the portio and of the cervical canal, 50; 
adenomata and carcinomata of the body of the 
uterus, 17; tumors of the adnexa, 130; and multiple 
tumors, 25. Many of the interesting lesions are 
shown by photographs of the gross specimens. 

From his very detailed study Buzzi concludes 
that in cases of tumor of the female genital tract the 
local constitutional factor, whether it is anatomical 
or functional, congenital or acquired, varies in im- 
portance with the type of the neoplasm. In the 
cases of uterine fibromyomata there were frequent! 
signs of ovarian hypofunction and dysfunction 
dating from the age of puberty and the incidence of 
sterility and uterine hypoplasia was high. These 
facts led Buzzi to conclude that the ovarian changes 
found so frequently in cases of fibromyoma repre- 
sent degenerative changes antedating the develop 
ment of the tumor. Fibromyoma occurring with 
senile hyperinvolution is very rare. Buzzi found 
no case of hyperinvolution in women of thejchil:- 
bearing age. 

When fibromyomata develop in the uteri of 
sexually healthy multipare it is easy for them to 
take on a submucous growth (probably because of 
the greater size of the cavity of the uterus and the 
greater laxity of the uterine tissues), whereas in 
nullipare, especially those with hypoplasia, they 
tend to develop toward the external surface and 
become subserous or subperitoneal. 

In cases of ovarian tumors the incidence ©! 
hypoplasia and dysfunction of the ovaries dating 
from puberty is quite high. It varies with the type 
of tumor. It is highest in cases of papillary tumors 
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and high in those of dermoid cysts. In cases of 
ovarian cysts the incidence of hypofunction and 
dysfunction dating from puberty is high, but the 
incidence of hypoplasia is about equal to that 
usually found in ordinary gynecological material. 

In cases of cancer of the cervix and corpus of the 
uterus true hypoplasia is rare, but the incidence of 
hyperinvolution is noteworthy. 

Buzzi believes that congenital endocrine factors 
or factors acquired before puberty which produce 
hypodevelopment or dysfunction of the genital 
system may predispose to the development of 
uterine fibromyomata and proliferating ovarian 
tumors. The high incidence of sterility in women 
with fibromyomata is probably due to the same 
cause. In women whose genital system is constitu- 
tionally sound the exaggerated and precocious invo- 
lution of the uterus is an index of the exaggeration 
of the endocrine stimuli which act after lactation 
and after the menopause may predispose to or be 
associated with the development of cancer. This 
difference of behavior may explain the well-known 
possibility of regression of fibromyomata after the 
menopause, a phenomenon which has never been 
noted in carcinoma. EuGEneE T. Leppy, M.D. 


Meigs, J. V., and Hoyt, W. F.: Rupture of the 
Graafian Follicle, the Corpus Luteum and 
Small Follicle, or Lutein Cysts Simulating 
Appendicitis. Am. J. Obst. & Gynec., 1933, xxv, 
532. 


When in a case presenting symptoms suggestive 
of appendicitis the patient is a young woman who 
has not borne children, has not had an abdominal 
operation, has suffered previous similar attacks, and 
the physical signs do not seem consistent with the 
severity of the pain and the tenderness, the possi- 
bility of rupture of the ovary should be considered. 
Suggestive of rupture of the ovary are sudden onset 
of pain, a low temperature, a slightly elevated pulse, 
and a low leucocyte count out of proportion to the 
pain. An intelligent interpretation of the history 
and physical findings in cases of ovarian rupture is 
very important as rest in bed and careful observa- 
tion may prevent an unnecessary operation for 
assumed mild acute appendicitis. 

EpWwARD L, CorNELL, M.D. 


EXTERNAL GENITALIA 
Hibbert, G. F.: The Significance of the Streptococ- 


cus in Trichomonas Vaginalis Vaginitis. Am. J. 
Obst. & Gynec., 1933, XXV, 465. 


In the cases of many women the trichomonas 
vaginalis may be present in the vaginal secretions 
for long periods of time without producing acute 


vaginitis. In a large percentage of the cases in 
which it is present with acute vaginitis there is an 
associated predominant growth of a gram-positive, 
non-hemolytic streptococcus in short chains. This 
type of streptococcus is capable of producing active 
vaginitis in the absence of the trichomonas vaginalis. 


dK 


When a specific streptococcic bouillon filtrate is 
applied to the vagina repeatedly the active growth 
of the organisms in the vagina die off and the active 
vaginitis subsides in spite of persistence of the proto- 
zoon in the secretions. 

The technique of the preparation of the bouillon 
is described. Epwarp L. Cornett, M.D. 


MISCELLANEOUS 


Schauffler, G. C., and Kuhn, C.: Information Re- 
garding Gonorrhea in the Immature Female. 
Am. J. Obst. & Gynec., 1933, XXV, 374. 

The difference in the pathogenic action of the 
gonococcus on the genital organs of female infants 
and small children as compared with adults is due 
to mechanical and developmental differences be- 
tween the immature and mature female genitalia. 
The glands of Skene and Bartholin do not achieve 
sufficient complexity to harbor infection until about 
the age of puberty. The racemose glandular system 
of the endocervix is very slow to develop, frequently 
being apparent only as scattered rudimentary, blunt, 
glandular crypts up to as late as the fifteenth year. 
The immature vagina is merely a potential cavity 
held in a state of constant closure by its elastic and 
muscular coat and replete with stagnant crypts and 
rug. Its walls are held tenaciously approximated, 
in marked contrast to the flattened gaping vagina 
of the parous woman. 

The contracted cryptiform rugeose vagina of the 
immature female constitutes an ideal harbor of in- 
fection. The vaginal cervix is the site of deep pleats 
and folds similar in all respects to those noted 
throughout the remainder of the vaginal wall. Thus 
the vaginal cervix is not exempt from an infection 
involving the entire vaginal wall. 

Douches, instillations, and injections have been 
used empirically and ineffectually for many years. 
These measures, which are mildly effective in certain 
involvements occurring in the adult, are grossly 
inadequate to meet the requirements in any but 
virtually self-limited cases. The use of plain an- 
hydrous lanolin incorporating an appropriate con- 
centration of an effective antiseptic is advised. The 
authors use 1 per cent silver nitrate. The ointment 
should not be warm as firmness facilitates dis- 
tention of the vagina with the use of mild intra- 
vaginal pressure. Moreover, cold ointment is more 
easily and completely retained and has the highest 
possible fluid affinity which makes it a highly effec- 
tive vehicle for carrying the antiseptic into the moist 
vaginal wall. Epwarp L. Cornett, M.D. 


Argentino, A.: Morphological Research on the 
So-Called Presacral Nerve with Regard to Its 
Practical Application (Ricerche morfologiche 
sul cosidetto nervo presacrale con riguardo alle 
applicazioni pratiche). Arch. di ostet. e ginec., 
1933, Xl, 21. 


In 1912, Stricter reported that both coeliac and 
hypogastric plexuses are to be seen in embryos of 
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16 mm. They differ from those of the adult only 
in the fact that cell differentiation is incomplete. 
In 1921, Bromann found that in embryos of 70 mm. 
large groups of ganglion cells are arranged ventral 
to the abdominal aorta. In 1929, Fischel reported 
the development of a parasympathetic nucleus of 
the cord extending from the third lumbar segment 
to the caudal termination. 

From the standpoint of comparative anatomy, the 
author finds it difficult to establish an exact corre- 
spondence between the formation in man and in 
animals, largely because of the confusion in the 
nomenclature. It seems to him certain, however, 
that such a correspondence exists, but with a dif- 
ference between the male and female. 

The author’s studies were made on sixty subjects 
—fifty adult females and ten newborn infants of 
both sexes. It was found that the hypogastric 
plexus may appear in the following four forms: 

1. A large-meshed nervous network formed by 
the confluence and bifurcation of nerve branches and 
adherent to the anterior surface of the sacrum by 
means of connective tissue. 

2. Two lateral branches approaching the median 
line at the fifth lumbar vertebra, running together, 
and dividing again on the body of the first sacral 
vertebra. 

3. Three roots united by connective tissue but 
easily separated. 

4. A true single nerve formed from two cords of 
the lateral roots and from the median root and 
lying in front of the bifurcation of the large vessels. 

Only macroscopic examinations were made. The 
parasympathetic was studied in ten fetuses, but this 
number is not considered sufficient for a statistical 
report. 

In experiments carried out on dogs in 1928, 
Caporale found that resection of the hypogastric 
plexus resulted in dilatation of the bladder. 

From an experimental study of pelvic pain in 
women the author was unable to draw any con- 
clusions. 

On the basis of morphology, Argentino concludes 
that only the transperitoneal route can be effective, 
and that the operation of choice is resection of the 
presacral sympathetic nerve. However, even when 
this is done there still remains a sympathetic com- 
munication by way of the spermatic plexus, the 
ureters, the pelvic plexus, and the lateral roots of 
the parasympathetic nerve. A. E. Tart, M.D. 


Petri, H. H. W.: Death from Air Embolism Follow- 
ing Criminal and Therapeutic Interference with 
the Genitalia (Ueber den Tod durch Luftembolie 
nach kriminellen und therapeutischen Eingriffen 
in die Genitalien). 1932: Leipzig, Dissertation. 


This article is based on 32 cases of death from air 
embolism induced by criminal and_ therapeutic 
manipulations of the genitalia. Some of the cases 
were observed by the author himself and others 


were collected from the literature. Most fre- 
quently the embolism occurred at the time of the 
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interference, but there were 2 instances of protracted 
air embolism. Among 60 cases of criminal abortion 
occurring in a period of three years which were 
reported by Strassmann there were 5 deaths which 
were definitely the result of acute air embolism and 
1 death from questionable protracted air embolism. 
Other examples from the literature were 1 case 
reported by Richer, 1 by von Sury, 2 by Walcher, 
1 by Weissenrieder, and 3 by Ziemke. 

In some cases the cerebral form of air embolism 
dominates the clinical picture, as brought out by 
Strassmann, Schmidt, and Walcher. It is assumed 
that the occurrence of cerebral air embolism requires 
an open foramen ovale. 

All but 1 of the cases reported were cases of 
criminal interference, and it seemed that the usual 
procedure was the injection of a fluid by means o! 
a rubber bulb syringe. The embolism was produced 
by the residual air in the carelessly filled syringe 
which was forced into the uterus under high pres- 
sure. However, air embolism may result also from 
obstetrical manipulations or therapeutic measures 
as in the cases of placenta previa reported by 
Kramer, Krukenberg, Heuck, Boss, Lesse, Zorn, 
Huebl, Schulz, Vavra, and Esch. 

The first proved case of air embolism following a 
cesarean section was reported by Kuestner in 1905. 
Other cases have since been reported by Fink, 
Latzko, Deuscher, and Rau. In 228 cervical casare- 
an sections at the St. Gall Obstetrical Institute 
there was only 1 death ascribed to air embolism. 
Von Gioppo reported a case in which air embolism 
occurred on the second day following a forceps 
operation. In another case, autopsy showed that 
death was caused by the entrance of air into the 
opened veins about the bed of a myoma which had 
just been enucleated. No deaths from air embolism 
following the pertubation operation of Selheim have 
been reported, but Engelmann and Schallehn have 
observed characteristic symptoms of embolism, 
such as collapse, cyanosis, labored breathing, and 
small, irregular pulse, after this procedure. 

The author cites from the literature also 3 cases 
in which sudden death occurred from air embolism 
following manipulation of the urinary bladder. In 
the first case the air entered directly into an ulcer 
ated vein. In the 2 others fatal air embolism fo! 
lowed the injection of air into the bladder. EFx- 
perimental work done by Ziemke, Fischer, ani 
Richter on rabbits, by Hare, Pirogoff, Laborde, 
Muron, Uterhard, Gaertner, Ponzet, and Delore on 
dogs, and by Chaveau, Richter, Lions, and Cardiot 
on horses has demonstrated that when the air is 
injected slowly enormous amounts may be tolerated 
without harmful results, but when it is injected 
rapidly even small quantities may cause deat! 
(Pirogoff, Laborde, Muron, and Ilyin). 

In the Trendelenburg position the femoral and 
hypogastric veins may also aspirate air. 

Schallehn studied the extirpated human uterus to 
determine the amount of pressure necessary to 
demonstrate permeability of the tubes, and, at the 
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same time, the amount of pressure necessary to 
induce entrance of the air into the venous system. 
Ile discovered that even when the tubes were per- 
meable the air under pressure of 120 mm. Hg or 
higher would bubble up from the submerged uterus, 
not only from the surfaces immediately beneath the 
fornices, but also from deep down about the internal 
os. This leakage of air occurred by way of the sper- 
matic veins and the great vessels of the uterus. In 
i uterus the air penetrated the venous system when 
it was injected under a pressure of only 70 mm. Hg. 
In the cases of carcinoma of the portio no air could 
be forced into the venous system. Following curet- 
tage, however, air entered when under a pressure of 
from 100 to 120 mm. Hg. It is assumed that when 
the air enters the circulation rapidly the minimal 
fatal amount in clinical cases is 40 c.cm. 

Ziemke gives the following explanation for the 
protracted form of air embolism. The lower pole of 
the amniotic sac is at first loosened by the air- 
containing injected fluid only over a small area and 
without the opening of a large number of veins. 
Expulsion pains, contraction of the pelvic muscula- 
ture, and movements of the body result in partial 
separation of the placenta from the wall of the uterus 
and the opening up of the extensive venous field of 
the placenta. As a consequence, the air contained 
in the cavity of the uterus enters the inferior vena 
cava and the right side of the heart in large amounts. 

Walcher assumes that the air enters the veins at 
the time of the intrauterine injection, but is held 
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up at first in the tortuous veins of the pelvis until 
later, when it is mobilized by muscular action, par- 
ticularly that of the pelvic floor, and is carried to 
the right side of the heart. 

Amreich assumes that when air embolism occurs 
in cases of placenta previa the air which entered the 
uteroplacental veins at the time of the operation is 
aspirated into the uterovaginal plexus and the 
uterine and hypogastric veins. Opitz states that 
when air penetrates between the uterus and the 
placenta during the preparations for version in cases 
of placenta previa, the buttocks of the child may 
press the placenta against the wall of the uterus and 
thus force the air, which has become caught between 
the placenta and uterine wall, into the vessels. 
It is generally assumed that the death which results 
from air embolism originating in the uterus is a 
cardiac death. To prove that air embolism was 
responsible for death it is necessary to perform an 
autopsy immediately. f 

The first observation of air embolism was reported 
in 1806 by von Verrier, who noted the penetration of 
air into the venous system of a horse during phle- 
botomy. A few years later Beauchaine observed a 
case of air embolism following the penetration of air 
through a hole in the subclavian vein during the 
extirpation of a tumor of the clavicle. Lionet 
reported air embolism originating in the uterine 
vessels. A similar case was reported by Olshausen in 
1864. In 1894 Freudenberg called attention to the 
dangers of air embolism. HavuMANN (Z). 
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PREGNANCY AND ITS COMPLICATIONS 


Solomons, B.: The Prevention of Maternal Mor- 
bidity and Mortality. Jrish J. M. Sc., 1933, No. 
88, p. 171. 

Maternal mortality and morbidity have been the 
subjects of much investigation, but are still high 
because of, among other factors, ignorance on the 
part of the members of medical profession. Unless 
every death associated with childbirth is analyzed 
carefully, statistics are very misleading. In 8,333 
labors on an intern service which are reviewed by 
the author there were 58 deaths, a mortality of 0.72 
per cent. The most common cause of death was 
sepsis, which was responsible for ro fatalities. 
Solomons believes that throat infection in atten- 
dants has very little to do with puerperal sepsis and 
maternal mortality. ALBERT W. Horman, M.D. 
Stux, S.: The Etiology of Cervical Placentz (Zur 


Aetiologie der cervicalen Placenten). Magy. 
Noegyégy., 1932, i, 70. 


The works of Stieve have proved without doubt 
that the uterus consists of three parts. The cervix 
may be considered to extend only from the lower 
boundary of the isthmus to the external uterine os. 
Therefore only twenty-three of the forty-three 
hitherto published cases of cervical placenta may be 


designated as such, and five of these must be con- 
sidered cases of dissecting cervical placenta. 

The author reports two cases of true cervical in- 
sertion of the placenta. In one, the condition re- 
sulted in miscarriage in the third month and in the 
other in the sixth month. The cervical attachment 
was proved by digital separation. The placenta ex- 
tended from the external uterine os to the isthmus 
and was organically connected with the wall of the 
cervix. Palpation of the uterine cavity showed it 
to be entirely smooth, without any evidence of at- 
tachment. Histological examination of the cervical 
tissue demonstrated the penetration of chorionic 
villi into the wall of the cervix. In both cases sudden 
haemorrhage with miscarriage occurred without 
warning. In spite of immediate medical attention 
the loss of blood almost proved fatal. After success- 
ful treatment of the extreme anamia and removal 
of the adherent cervical placenta, recovery was 
smooth. Both women had pronounced hyperthy- 
roidism. The disturbance of the endocrine balance 
caused an increase of the sympathetic tone. The lat- 
ter produced an increase in the peristalsis of the 
uterine corpus and dilatation of the uterine os. As 
a result of such changes the fertilized ovum reaches 
the lower portion of the uterine cavity quickly and 
clings to the isthmus or the cervix, or leaves the 
uterus before it is ready for nidation. Similar re- 


sults may be produced by an increase in vagus tone, 
which causes relaxation of the uterine musculature 
and gaping of the uterine os. 

Therefore the tonus changes of the sympatheti, 
nervous system are of fundamental importance nv‘ 
only in placenta previa, but also frequently in cases 
of habitual abortion and sterility. A study of a! 
cases of these conditions from this point of view wil! 
perhaps lead to better treatment and efficien 
prophylaxis. E. GOLDBERGER (G). 


Reeb: The Treatment of Placenta Previa at the 
Strassburg Obstetrical and Gynecological Clin - 
ic During the Years from 1920 to 1932 and Its 
Results (Le traitement du placenta praevia A | 
Clinique de Gynécologie et d’Obstétrique de Stra;- 
bourg pendant les années 1920 A 1932 et ses r- 
sultats). Bull. Soc. d’obst. et de gynéc. de Par., 1933, 
xxii, 106. 

During the thirteen years from 1920 to 1932, 101 
cases of placenta previa were found in a series « 
18,307 deliveries at the Strassburg Obstetrical an: 
Gynecological Clinic. Accordingly, the inciden 
of placenta praevia was 1 case in every 180 d: 
liveries or 0.55 per cent. 

The choice between delivery by the vaginal «1 
abdominal route depended upon the condition 0‘ 
the ‘patient. Vaginal methods of delivery had « 
maternal mortality of 13 per cent and a fetal 
mortality of 57.3 per cent. The obstetrical methods 
employed were: rupture of the membranes, 8 cases: 
introduction of a balloon after rupture of the mem 
branes or perforation of a central placenta previa, 
20 cases; Braxton-Hicks version, 11 cases; versio! 
and extraction or forceps delivery after comple: 
dilatation, 18 cases; and the Delmas procedur:, 
4 cases. 

Surgical methods of delivery had a materna! 
mortality of 2.85 per cent and a fetal mortality 
20 per cent. The following surgical methods we: 
employed: Duehrssen’s vaginal hysterotomy, 1 cas 
classical casarean section, 2 cases; low cwsare: 
section, 32 cases; and subtotal hysterectomy aftcr 
low cwsarean section, 2 cases. In the autho 
opinion, low cervical cesarean section is the surgi: 
procedure of choice. The morbidity following 
surgical intervention was somewhat greater than 1 
morbidity following delivery by obstetrical metho: 
but Reeb points out that this was due in part 
the fact that surgical procedures were used in t! 
more serious cases. He believes that casarean s 
tion should be performed for placenta praevia mo 
frequently than has been the custom in the past, bu 
he does not favor its application to all cases. 

The type of the insertion and the condition of t 
patient are important factors to be considered 
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the choice of intervention. Pre-operative blood 
transfusion should be done in all cases in which 
there has been a marked loss of blood. The indica- 
tions for surgical treatment are: (1) severe hamor- 
rhage, regardless of the type of placenta previa, 
(2) rigidity, impermeability, and lack of effacement 
ol the cervix, and (3) a living fetus (fetal death is 
not a contra-indication if the hemorrhage is pro- 
fuse). The contra-indications to surgical interven- 
jon are: (1) the possibility of easy and rapid 
delivery after rupture of the membranes, and (2) a 
non-viable or dead fetus in the absence of profuse 
hemorrhage. Infection, vaginal tamponade, and 
repeated vaginal examinations do not contra- 
indicate surgical intervention. 
Harotp C. Mack, M.D. 


Keller, R.: Results of the Treatment of 100 Cases 
of Placenta Przevia Observed at the Strassburg 
Maternity Hospital in the Period from 1920 to 
1932 (Résultats du traitement de roo cas de placenta 
previa observés 4 la Maternité de 1920 to 1932), 
Bull. Soc. d’obst. et de gynéc. de Par., 1933, xxii, 112. 


Among 19,898 obstetrical cases at the Maternity 
Hospital at Strassburg during the years from 1920 
to 1932 there were too cases of placenta previa. In 
88 cases delivery was effected by the vaginal route 
with a maternal mortality of 6.8 per cent and a 
fetal mortality of 54.5 per cent, and in 12 cases it 
was effected by cesarean section with no maternal 
mortality and a fetal mortality of only 8.3 per cent. 

In 26 cases of central placenta previa with 
delivery by the vagina! route there was a maternal 
mortality of 15.4 per cent (4 deaths due to acute 
hemorrhage) and a fetal mortality of 84.6 per cent. 
The author is of the opinion that if the indication 
for cwsarean section had been extended to include 
all cases of central placenta prwvia the maternal 
deaths from acute haemorrhage would have been 
prevented and the fetal mortality would have been 
considerably lowered. 

In 4o cases of lateral placenta previa in which 
delivery was effected by obstetrical procedures 
there was a maternal mortality of only 4.9 per cent 
and a fetal mortality of 50 per cent. The author 
believes that cwsarean section might have saved 1 
mother who died from hemorrhage, although the 
mortality of 4.9 per cent corresponds closely to 
that of caesarean section in general. He is of the 
opinion also that cxsarean section in this group of 
cases would certainly have lowered the fetal death 
rate. He favors the more frequent use of cesarean 
sections in such cases for fetal indications. 

In 22 cases of marginal placenta praevia, obstet 
rical procedures gave good results. There were no 
maternal deaths and the fetal mortality was 22.7 
per cent. 

Since it is not always possible to make a definite 
diagnosis of the type of placenta previa, the choice 
of treatment to be employed must be determined 
from the amount of hemorrhage and the general 
condition of the patient. The author concludes 


that an extension of the indications for cesarean 
section would result in a decrease in the maternal 
and fetal mortality. However, he does not favor the 
indiscriminate use of this operation in all cases of 
placenta previa as in from 20 to 30 per cent of cases 
delivery will occur spontaneously after artificial 
rupture of the amniotic sac with results which 
compare favorably with those obtained in normal 
cases. The relative infrequency of cwsarean section 
in the cases reviewed is explained by the fact that 
this operation was never performed at Strassburg 
for placenta previa prior to 1926. 
Haroitp C. Mack, M.D. 


Mahon, R.: Should Fibromata Becoming Necrotic 
During the Course of Pregnancy Be Operated 
Upon? (Faut-il opérer les fibromes nécrobiosés au 
cours de la grossesse?). Bordeaux chir., 1933, No. 1,8. 

Most surgeons are agreed that fibroids which be 
come necrotic during the course of pregnancy should 
be treated by myomectomy or hysterectomy. Many 
obstetricians are of the same opinion, but the author 
maintains that the majority of women with such 
fibroids can get well without operation and will not 
even suffer spontaneous abortion or premature labor 
if they are treated expectantly with bed rest and 
the application of ice bags. 

Characteristically, fibromata may hypertrophy, 
soften, and then become necrotic in the course of 
pregnancy. Judging from statistics such as those of 
Pinard (84 of 14,000 deliveries in six years at the 
Baudeloque Clinic complicated by fibromata), this 
complication is rare. However, the author believes 
that it is far more common than is suspected, often 
escaping diagnosis because of the absence of symp 
toms. In support of this opinion he quotes Leroux 
and Barthélemy. Of the 84 patients whose cases 
are included in Pinard’s statistics, only 4 required 
surgery, 5 had a spontaneous abortion, 13 had a 
premature delivery, and 66 had no symptoms at all. 

Mahon believes that even complete necrosis of 
a fibroid can occur during pregnancy without caus 
ing clinical signs. He cites a case reported by Sureau 
and Job, that of a primipara thirty-one vears of 
age, in which the presence of a tibroma was diagnosed 
early in pregnancy and at term a low cwsarean sec- 
tion was done because of failure of the head to en- 
gage. Operation revealed a completely necrotic 
mass containing yellow, putrid liquid although the 
patient had no symptoms referable to a necrotic 
fibroid during the gestation. Mahon cites also a 
case of his own in which a necrotic fibroid was found 
at hysterectomy for placenta previa at term al 
though the patient had complained only of vague 
abdominal pain in the third month of pregnancy 
He believes that necrotic fibromata become ab 
sorbed or calcified after delivery without causing 
symptoms. 

While Mahon has observed also many cases (he 
does not state the number) of necrosis of a tibroid 
during pregnancy in which the condition was ac 
companied by pain, tenderness, and elevation cf 
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the temperature, he has never seen a grave complica- 
tion. He cites the case of a primipara who had 
attacks of pain diagnosed as due to a necrotic fibroid 
after two and a half, three and a half, five, and seven 
months of pregnancy. Each attack was relieved by 
bed rest and the application of ice. 

The author strongly condemns radiotherapy for 
fibromata during pregnancy as it is dangerous to 
the fetus and itself favors necrosis. He characterizes 
abortion as a foolish procedure as it saves the patho- 
logical lesion and destroys the normal pregnancy. 
He states that if any intervention is to be under- 
taken, it should be surgery. The only operations 
to be considered are hysterectomy and myomec- 
tomy. Hysterectomy has a mortality of 2.5 per 
cent and sacrifices both baby and uterus. Myomec- 
tomy allows continuation of the pregnancy, but 
has a maternal mortality of from 4 to 5 per cent 
and a fetal mortality of from 15 to 25 per cent. 
Mahon calculated the fetal mortality by averaging 
the mortality rates reported by Turner, Bar, Brin- 
deau, Cotte, Creyssel and Labey, Denis, Leroux, 
and Barthélémy. He states that, according to his 
experience, medical management with bed rest and 
the application of ice has no mortality. 

He concludes with the statement that the major- 
itv of women with symptoms of necrosis of fibroids 
during pregnancy get well under medical manage- 
ment, and that myomectomy or hysterectomy 
should be done during pregnancy only when there 
are menacing symptoms such as those due to tor- 
sion of a pedunculated fibroid or threatened rup- 
ture of the uterus. Josepu T. Gavit, M.D. 


LABOR AND ITS COMPLICATIONS 


Phaneuf, L. E.: The Scar of Low or Cervical 
Cesarean Section. Am. J. Surg., 1933, XX, I. 

The low or cervical cwsarean section is becoming 
increasingly popular. It results in a stronger and 
better scar and is followed less frequently by rupture 
in subsequent pregnancies and labors. 

In 1931, the author reported 418 consecutive 
cervical sections. These included 105 repeated 
operations. One hundred and one of the scars were 
solidly healed and could not be identified by the 
naked eye. Of the four scars which were defective, 
3 were very thin and 1, which had been extended in 
the uterine body because of large size of the fetus, 
was solid in its cervical part but thinned out for an 
area measuring 2.5 by 2.5 cm. in its corporeal 
portion. In the series of 418 cases there were no 
ruptured scars. Eleven women had 14 pelvic 
deliveries. 

Four of the women who had cervical cwsarean 
sections were subsequently subjected to hysterec- 
tomy. Two of them had 1 casarean section with a 
longitudinal incision in the lower segment; 1 had 
had 2 cervical cwsarean sections, the first with a 
longitudinal incision and the second with a trans- 
verse incision; and 1 had a vaginal casarean section 
and then a transverse cervical cesarean section. 
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Macroscopically, the cervices showed firm and 
satisfactory healing. Microscopically, it was found 
that the healing had taken place by scar tissue and 
there were no weak spots in the incisions. 

Cuarves F. Du Bors, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Pyrah, L. N., and Oldfield, C.: Puerperal Genera! 
Peritonitis. J. Obst. & Gynec. Brit. Emp., 1933, 
xi, 3. 

Pyrah and Oldfield state that general peritonitis j 
one of the most serious catastrophes which can bx 
fall a woman during the puerperium. In every cas 
of puerperal infection the possibility of the develop 
ment of peritonitis must be considered. If the in 
fection of the peritoneum extends from the diaphrag: 
to the pouch of Douglas and from loin to loin whe: 
it is first diagnosed, the patient will not recove; 
However, if a diagnosis of spreading peritonitis b: 
made before the peritoneal involvement has becom 
general, an immediate operation for drainage of th 
abdomen offers a fair chance of recovery. Th 
authors believe that the incidence of puerperi 
peritonitis is not sufficiently recognized by physi 
cians, and that this condition is the most commo; 
cause of death in puerperal fever. 

Thirty-six cases of general peritonitis occurring i: 
the puerperium are reviewed. Twenty-five wer: 
fatal. In 7 cases operation was not undertake: 
because the patient arrived at the hospital almos; 
moribund. Six patients survived less than twent, 
four hours after operation. 

The cause of peritonitis during the puerperium is « 
streptococcal infection of the genital tract occurriny 
at or about the time of abortion or parturition. In 
hospitals, infection by contact with an already in 
fected case is sometimes responsible for a series 0! 
cases of increasing virulence. The virulence of a: 
organism which is transmitted in succession throug! 
several individuals of such a series gradually increas 
es from case to case. In the first patient the infectio: 
will be mild, while in the second rigors may occu: 
In the early cases recovery results. In later cases th: 
infection leads to septicaemia which is often accom 
panied by peritonitis and is fatal or followed by re 
covery only after a prolonged illness. Puerpera 
peritonitis is closely related to delivery by forcep 
and other intra-uterine manipulations. In near! 
one-third of all cases of puerperal peritonitis ther 
has been some intra-uterine interference. 

Peritonitis is a more frequent complication of labo: 
than of abortion. The infecting organism is mor 
often the staphylococcus and bacillus coli than th 
streptococcus. Infection with the former causes 
localized peritonitis rather than a diffuse infection « 
the abdominal cavity. In cases of abortion, localiza 
tion of the infection in the pelvis is facilitated wh 
the uterus is situated in the pelvic cavity. 

In early cases in which the peritonitis develo; 
during the first four days after labor, the peritoneu! 
is invaded by highly virulent organisms transmittc: 
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irom the infected endometrium by way of the 
lymphatic plexuses in the uterine wall. In such 
cases the condition runs a very rapid course charac- 
terized by severe toxemia and usually by the ab- 
sence of local inflammatory lesions in the pelvis. 
frequently a bacteremia is present. The prognosis 
js grave. In cases in which the peritonitis develops 
several days or weeks after parturition, local in- 
flammatory lesions in the pelvis, situated in the wall 
of the uterus, the broad ligament, or the ovary, arc 
very common. Peritonitis is set up by the sudden 
rupture of an abscess in the pelvis, slow permeation 
vi the invading organisms through the wall of the 
abscess to the peritoneum, or bacterial invasion of 
the peritoneum by way of the uterine lymphatics. 
There is no bacteremia. In cases of this group the 
prognosis is more hopeful than in cases of early 
peritonitis. 

In the most acute cases of peritonitis the endo- 
metrium shows very little evidence of inflammation. 
In less severe cases a putrid endometritis may be 
found, especially when a mixed infection is responsi- 
ble for the condition. In cases in which the peri- 
tonitis has been caused by extension from a local 
lesion two or more weeks after labor, the endo- 
metrium presents an almost normal appearance. 
The uterine muscle is softer than normal. The 


lymphatic infection of the uterus is often manifested 
by microscopic areas infiltrated by round cells. It is 
not uncommon to find a macroscopic abscess either 
at operation or autopsy. An abscess in the uterine 
wall is nearly always situated at one or the other 
cornu. This is readily explained by the lymphatic 


distribution. The peritoneal coat of the uterus is 
often colored with a green, adherent layer of puru- 
lent lymph which, when peeled off, leaves a bleeding 
shaggy surface. The broad ligament is often altered, 
while the fallopian tubes and ovaries are injected 
and often slightly enlarged and oedematous. The 
tubes are never sealed, and in none of the cases re- 
viewed was there a pyosalpinx in the puerperium. 

The peritoneal inflammation varies greatly. In 
the most severe cases the serous coat of the intestine 
(particularly that of the coils in the pelvis and the 
lower abdomen) is more injected and is stippled with 
tiny specks of subperitoneal hemorrhage, while here 
and there are deposits of fibrin and lymph. There is 
either no pus or only a small amount of turbid blood- 
stained fluid in the pelvis. Such a condition denotes 
an infection by highly virulent organisms with only 
the feeblest of reactions on the part of the peri- 
toneum. It is almost uniformly fatal. In the ma- 
jority of cases the formation of pus is more obvious. 
The pus may be seropurulent, fibrinopurulent, 
frankly purulent, or of a gummy character. Its 
character depends on the virulence of the organism 
and the duration of the peritonitis. The pus spreads 
upward through the abdomen from the _ pelvis, 
collecting in pools here and there between the coils 
of the intestines. The intestines are greatly dis- 
tended with gas and covered with a shaggy coating 
ot lymph in patches which can easily be stripped. 
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Occasionally two or three coils are glued together 
with plastic lymph. 

It is often stated that puerperal general peri- 
tonitis is always associated with septicaemia and is 
invariably fatal. If the peritonitis is regarded as a 
terminal event in a puerperal blood infection the 
tendency will be to withhold surgical treatment, but 
if it is regarded as the result of an infection spread- 
ing from the uterus or a local lesion in the pelvis, 
early diagnosis and surgical treatment become of the 
greatest practical importance. The authors believe 
that the association of peritonitis and septicemia is 
not so common as has been supposed, and that 
peritonitis developing after the first few days of the 
puerperium is usually not associated with a blood 
infection, but is the result of infection spreading 
from a local lesion in the pelvis and _ therefore 
amenable to early treatment. In a large number of 
cases, puerperal peritonitis is a local disease, and not 
a focal manifestation of a septicemia as has so often 
been stated. 

The symptoms and signs of puerperal general 
peritonitis vary considerably. In cases in which the 
condition develops within the first three or four days 
after parturition the patient is nearly always already 
acutely ill with puerperal fever. The onset of 
peritonitis in such cases is marked by a change for 
the worse in the general condition. Occasionally the 
symptoms and signs referred to the abdomen are so 
few that the peritonitis may not be discovered until 
autopsy is done. More frequently, the development 
in the first stages of the illness of a few symptoms 
and signs suggesting an acute abdominal dis 
turbance permits a diagnosis to be made before 
death. In cases in which the general peritonitis 
develops several days or several weeks after parturi- 
tion, there has often been very little evidence of 
puerperal infection until the sudden appearance of 
the peritonitis. In such cases there are not only 
marked constitutional changes, but also very 
definite symptoms and signs of an acute abdominal 
catastrophe. Between these two extreme types are 
cases of every grade of severity. 

Typically, the onset of puerperal peritonitis is 
manifested by a triad of symptoms —a rigor, abdom- 
inal pain, and a marked increase in the pulse rate. 
The abdominal pain usually accompanies the initial 
rigor. In the majority of cases it is very severe and 
sometimes even agonizing. With the rigor the pulse 
rate rises to 120 or higher. The respirations are in 
creased in rate. The appetite is lost from the be- 
ginning of the illness. Vomiting is not a constant 
feature. Constipation is usually present, but in some 
cases, diarrhoea is an important early symptom and 
may favor a fatal ending by causing painful tenesmus 
and dehydration. Painful micturition and not un- 
commonly acute retention may occur. In cases in 
which peritonitis begins soon after labor the flow 
of milk may never appear or is suppressed. The 
patient seems very ill, and soon after the onset of the 
condition has an anxious expression. Her eyes are 
hollow and her cheeks sunken. She lies flat on her 
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back with her legs drawn up and is quite still. The 
tongue, at first moist and of normal color, later ac- 
quires a white coating and still later becomes dry 
and brown. If the patient lives for five or six days 
the teeth and lips are covered with sordes. Rigidity 
can usually be detected over the lowest part and the 
center of the abdomen, but may be present to a 
greater extent. Tenderness of the abdomen is fre- 
quently found. Distention is noticed early, and 
when the walls of the abdomen are thin the outline 
of coils of intestines may be seen. Vaginal examina- 
tion discloses tenderness in the pouch of Douglas. 
On bimanual examination pressure over the uterus 
causes pain, while the presence of the local lesion, a 
uterine abscess or tumor, may be felt. 

Early diagnosis is of the greatest importance. The 
authors believe it should be possible for the clinician 
to make a correct diagnosis with much greater fre- 
quency than is done at present as so often the 
patients are already under observation for puerperal 
pyrexia when peritonitis supervenes. 

The authors are of the opinion that operative in- 
terference is essential in all cases of general puerperal 
peritonitis due to any organism other than the 
gonococcus. They have found no reliable evidence 
of spontaneous recovery in such cases. Operation 
should be performed as soon as the diagnosis is made 
even though the patient appears very ill. Anawsthesia 
is best induced with ether by the open method. The 
primary purpose of the operation is drainage of the 
peritoneal cavity. In every case the drainage should 
be established by the abdominal route in order that 
exploration can be done. If drainage is established 
by the vaginal route alone the pelvic organs cannot 


be carefully examined and occasionally an extra- 
pelvic origin of the peritonitis may escape recog- 
nition. Moreover, adequate drainage of the general 


peritoneal cavity cannot be obtained. However, 
drainage by the vaginal route is of value as a sub- 
sidiary method. If a focus of localized pelvic sup- 
puration is found it must be removed or free drainage 
must be provided. If an abscess is present in the wall 
of the uterus or in the broad ligament, it should be 
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rapidly packed off with gauze and opened with the 
finger or a sinus forceps, and the pus within soaked 
up with moist gauze swabs. A second drainage tube 
should be introduced into the abscessed cavity if the 
latter is large enough and brought out through th: 
abdominal wound. 

The authors believe that, except in cases of in 
fected fibroids, hysterectomy should never be per 
formed in the presence of puerperal peritonitis, no: 
even when an abscess is present in the uterine wal! 
By the time puerperal peritonitis is established, th: 
entire pelvic lymphatic plexus is infiltrated wit); 
streptococci and hysterectomy will by no mean: 
remove the site of the organisms. On the contrary, 
it will expose new lymphatic vessels and tissue spacc- 
for further absorption of organisms and thus pri 
cipitate a fatal issue. Cutting across an infecte: 
lymphatic pathway in the absence of gross pu 
formation is strictly against surgical principles. 

Occasionally a non-pelvic cause, such as a 
gangrenous appendix, will be found responsible fv: 
the peritonitis. 

The operation should be performed as speedily « 
possible, and all precautions should be taken tu 
prevent shock. In the cases of patients who are ver 
ill, it is sometimes advisable to give an intravenou: 
saline infusion and delay operation for an hour «1 
two after the patient’s admission to the hospital. 

The authors have not found the administration «! 
intravenous antiseptics or antistreptococal serum 0! 
any value. In cases in which severe vomiting «0: 
diarrhoea occur 30 c.cm. of a 10 per cent sodium 
chloride solution should be given intravenously 
replace the chlorides lost from the body. 

The drainage tubes should be shortened after 
twenty-four hours and removed as soon as drainag: 
has ceased. When localized suppuration has o 
curred, one tube should be left in place for a longer 
period. After removal of the tubes a careful watch 
must be kept for the development of residual a! 
scesses. Residual abscesses must be drained as soon 
as they are recognized. 

J. THORNWELL WITHERSPOON, M.1) 





GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Chabanier, Lobo-Onell, Marchant, and Donoso- 
Barthet: A Study of Ten Severe Cases of Acute 
Mercurial Nephritis. Considerations of a 
Physiopathological and Therapeutic Nature 
(Etude de dix cas de néphrites mercurielles aigués 
graves. Considérations d’ordres physiopathologique 
et therapeutique). J. d’urol. méd. et chir., 1933, 
XXXV, 30. 

In ten cases of acute nephritis due to mercury 
poisoning the authors studied the chloride content 
of the blood and the acid-base balance. 

In seven of the cases the chloride content of the 
blood was found to be very low at the time of the 
patient’s admission to the hospital, in two it was 
only slightly lower than normal, and in one it was 
normal. The differences were explained by the 
difference in the length of time that had elapsed 
since the occurrence of the poisoning. 

Mercury poisoning is always accompanied by a 
decrease in the chloride content of the blood which 
becomes greater with time. This decrease is not 


the cause of the marked impairment of kidney 
function, as the function of the kidneys is impaired 
immediately by the poison itself whereas the de- 
crease in the chloride content of the blood is not 
marked until about the third day. 


However, the 
decrease in the chloride content of the blood im- 
pairs the kidney function still further, as is evident 
from the fact that following the administration of 
large doses of salt, particularly in the form of 
hypertonic salt solution, diuresis improves and the 
improvement is especially rapid when the chloride 
content of the blood approaches normal again. 
The concentration of urea in the urine also increases 
and as a result the urea content of the blood de- 
creases. 

Suflicient amounts of salt cannot be administered 
by subcutaneous injection. For effective action it is 
necessary to give intravenous injections of large 
amounts (from too to 150 c.cm.) of a 20 per cent 
hypertonic salt solution for several days in succes- 
sion. These large doses of salt are very well 
tolerated. 

The oedema which appeared in two of the author's 
cases did not interfere with the progress of diuresis 
and was absorbed without any ill effect. 

Even after the patients had recovered apparently 
normal health, the acid-base balance had not 
returned to normal, but indicated a gaseous acidosis, 
that is, an acidosis due to an excess of carbon 
dioxide. This must have been due either to a 
decrease in the stimulability of the respiratory 
center or a deviation of the iso-electrical point of the 
hemoglobin toward an alkaline pH. 

Auprey Goss Morcan, M.D. 


Patch, F. S., and Reid, R. G.: Carbuncle of the 
Kidney, with a Report of Two Cases of Bilat- 
eral Involvement. Brit. J. Urol., 1933, v, 34. 

Renal carbuncle is a typical disease of the kidney 
developing secondarily to a suppurative focus else 
where in the body. Asa rule the infecting organism 
is a staphylococcus brought to the kidney by the 
blood stream from a furuncle, carbuncle, or other 
peripheral focus. The symptoms usually develop 
gradually. There may be a high fever which is con 
tinuous, remittent, or intermittent. Urinary symp 
toms may be absent, and the urine may contain only 
a small amount of pus or no pus. At times, fever, 
lassitude, and headache may be the only symptoms. 
As a rule there are dull pains in the affected side. 
Frequently there is tenderness in the loin with, 
occasionally, muscular resistance. The kidney may 
be palpated and found swollen and tender. Perine 
phritic abscess often complicates the intrarenal 
condition. A leucocytosis is usually present. In 
many cases the differential diagnosis between car- 
buncle of the kidney, suppurative nephritis, renal 
abscess, and the early stages of perinephritis is 
difficult. 

The bilateral involvement is exceedingly rare. In 
addition to two cases of bilateral involvement the 
authors report two cases of unilateral perinephritic 
abscess in which a diagnosis of renal carbuncle was 
probably warranted and recovery followed drainage. 

Case 1. The patient was a man thirty-four vears ot 
age who complained of perineal pain and increased 
frequency of urination. Eleven days previously he 
had had some abscessed teeth extracted. The ex 
traction was followed by severe headache, dizziness, 
and fever, an aching pain in the perineum, and in 
creased frequency of urination. Venereal disease was 
denied. Examination revealed unilateral swelling ot 
the prostate, a purulent urethral discharge, and 
pyuria. The prostatic swelling seemed to be draining 
through the urethra. Cultures of the pus vielded the 
staphylococcus aureus. Following the patient's dis 
charge from the hospital the symptoms quickly re 
turned in an aggravated form. The prostate was 
then twice drained perineally. Two months later a 
ballotable renal mass, the size of an orange, appeared 
on the right side and the left kidney was slightly en 
larged. Pain and tenderness were absent on both 
sides. Blood cultures vielded the staphylococcus 
aureus. The urine from the right kidney was very 
purulent and contained the bacillus coli and 
staphylococcus aureus. The urine from the left 
kidney contained a few pus cells. Drainage with an 
inlvying catheter and pelvic lavage were tried. The 
right kidney was drained with a tube. Cultures ot 
the drained fluid vielded the staphylococcus aureus. 
A very obvious mass then developed in the region of 
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the left kidney region. Cultures of the fluid drained 
from this kidney also showed the staphylococcus 
aureus. The patient’s general condition failed, and 
an abscess developed in the left knee. This abscess 
also was drained. Death resulted from asthenia. 
The condition was a staphylococcus aureus pyemia. 
The autopsy findings were prostatic abscess, pyemia, 
bilateral carbuncle of the kidney, bilateral peri- 
nephritic abscess, carbuncle of the right lobe of the 
liver, acute cystitis, bilateral bronchopneumonia, 
acute bilateral purulent bronchitis, multiple pul- 
monary abscesses, bilateral basal empyema, ascites, 
and hydropericardium. 

Case 2. The patient was a man forty-four years of 
age who complained of abdominal pain radiating to 
the right shoulder and weakness. He had been 
treated for catarrhal jaundice. Two months previous 
to his admission to the hospital he infected his 
shoulder by a scratch. Three weeks later pain be- 
gan in the right upper quadrant of the abdomen, and 
after another three weeks this was followed by a 
cough with the expectoration of blood-streaked 
sputum. During the month preceding his admission 
to the hospital the patient had two mild rigors. A 
diagnosis of bilateral bronchopneumonia was made. 
Examination disclosed tenderness in the right upper 
quadrant of the abdomen and a discharging wound 
and abscess on the left shoulder. Cultures of the dis- 
charge yielded the staphylococcus aureus. The 
urine contained bile and pus cells. The patient had a 
fever, and blood cultures yielded the staphylococcus 
aureus. Later the staphylococcus aureus was dis- 
covered also in the sputum. Pus was found in the 
urine only twice in five examinations (from ro to 15 


pus cells per high power field). Increasing jaundice 


and abdominal distention developed. Death re- 
sulted from staphylococcus aureus pyemia. The 
anatomical diagnosis was healing superficial in- 
fection of the right shoulder, pyaemia, bilateral car- 
buncle of the kidney and perinephritic abscess, acute 
suppurative periureteritis on the right side, acute 
axillary abscess, acute peritonitis, acute bilateral 
empyema, pulmonary abscesses, acute bilateral 
bronchopneumonia, and acute purulent bronchitis. 

Case 3. The patient was a boy seventeen years of 
age who was admitted to the hospital with the 
diagnosis of acute appendicitis. Examination re- 
vealed tenderness and resistance in the right lower 
quadrant of the abdomen and the right loin. The 
urine was normal except for a faint trace of albumin. 
There were healing boils on the neck. On removal, 
the appendix was found normal. Soon after the 
operation pain and tenderness developed in the right 
loin, especially in the costomuscular angle. Repeated 
urinalysis showed only a faint trace of albumin and 
an occasional leucocyte. Increased frequency of 
urination then began and a tentative diagnosis of 
renal carbuncle and perinephritic abscess was made. 
Pvelography revealed incomplete filling of the right 
lower calyx and slight upward displacement of the 
middle calyx. Cultures of the ureteral specimens 
were negative. Operation revealed an abscess 
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situated posteriorly about the upper pole of th 
kidney. Drainage was instituted. Cultures of thi 
pus yielded the staphylococcus aureus. After thi 
establishment of drainage the patient’s condition 
improved, the urine became normal, and pyelograms 
showed at first decreasing signs of abnormality ani 
ultimately normalcy. 

Case 4. The patient was a woman fifty-three years 
of age who complained of loss of weight and strengt! 
thirst, and the sensation of a mass in the right groin 
Four months before her admission to the hospital sh 
had had a carbuncle on her left temple. Examina 
tion at the time of her admission revealed tendernes; 
in the epigastrium, the right upper quadrant of th 
abdomen, and the right costomuscular angle, and 
resistance on the right side of the abdomen. Urin 
alysis showed a faint trace of albumin, but no pu- 
Operation disclosed a large, hard, lobulated mass i: 
the region of the right kidney, which was adherent 
to the undersurface of the liver and to the appendiy 
The kidney felt hard and fibrosed. A rise in t}; 
temperature was ascribed to a saphenous vei) 
phlebitis on the right side. The urine was negati\ 
for a time, but later showed from 30 to 4o pus cells 
per field. On cystoscopic examination the urine fro 
the right ureter was found pale and cloudy. That 
from the left ureter was normal. On pyelograp! 
examination the left kidney was found normal, }ii! 
the right kidney showed partly filled lower calycvs 
apparently displaced upward, a finding strong! 
suggestive of tumor. Incision into the kidney r: 
leased a little pus. The kidney cavity was drainc« 
Sinus drainage continued for a time, but comple: 
recovery followed. 

Although no pyelograms were made in the to 
fatal cases, the authors are convinced that pyelog 
raphy would have revealed typical evidences 0: 
tumor. They state that the recent literature i: 
dicates a tendency toward more conservative trea! 
ment. While nephrectomy is usually followed } 
recovery, the possibility of involvement of the oth 
kidney must be kept in mind. Resection, enucleation, 
incision, curettage and drainage, and drainage of th 
abscess alone have been employed, but occasionally « 
later secondary nephrectomy has been necessar 
Conservative therapy is possible only when an ear! 
diagnosis is made. Lours Neuwe tt, M.D. 


Carli, C.: Hernia of the Ureter (L’ernia dell’ureter 
Ann. ital. di chir., 1932, xi, 2078. 


Hernia of the ureter occurs in association wi!) 
intestinal or omental hernia and presents itself 
either the inguinal or the femoral canal. 

Carli cites cases reported in the literature and 
reviews eighteen cases treated at the Surgical Cli: 
of Siena. Of the latter, seven were femoral an 
eleven were inguinal. Nine of the inguinal herni: 
were on the right side and two on the left. Of t! 
femoral hernix, five were on the right side and two 
on the left. Of the inguinal hernia, nine we: 
direct and two were indirect. Ten of the eight« 
hernize occurred in males. One occurred betwevn 
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the twentieth and thirtieth years of age, four be- 
tween the thirtieth and fortieth years, six between 
the fortieth and fiftieth years, five between the 
{iftieth and sixtieth vears, and two between the 
sixtieth and seventieth years. In nine cases the 
ureter alone was associated with the intestinal her- 
nia, whereas in the others both the ureter and the 
bladder were present in the hernial sac. In no case 
was the ureter herniated without the intestine. 

Of the ureterovesical herniw, three were para- 
peritoneal and six were extraperitoneal. 

Hernia of the ureter is rarely diagnosed before 
operation. Of the cases reviewed, a correct pre- 
operative diagnosis was made in only one, a case 
in which the symptoms suggested urinary tract in- 
volvement. 

The author finds ureterography of more aid in 
the diagnosis than catheterization. 

He states that in the cases reviewed there was no 
damage to the ureter after the operation, but he 
mentions no postoperative study to ascertain such 
damage. GroRGE C. Frno.a, M.D. 


Beer, E.: The Value of Ureteral Re-Implantation in 
the Bladder. Am. J. Surg., 1933, xx, 8. 


In 1902 Bissell collected fifty-two cases in which 
an attempt was made to re-implant the ureter into 
the bladder. The first case was reported by Nuss- 
baum in 1876. With the development of urinary 
tract surgery, and especially of surgery of carcinoma 
of the bladder, the operation has assumed great 
importance. Reflux has played a very minor role. 


Careful cystoscopic study, the use of indigocarmine, 


and intravenous urography have demonstrated that 
in the majority of cases the operation has been of 
definite value. 

The author divides his series of forty-one cases 
into the following four groups: (1) resection of the 
bladder and ureteral implantation for carcinoma, 
thirty cases; (2) pelvic ureter damaged in a pelvic 
operation, four cases; (3) peridiverticulitis with in- 
jury of the pelvic ureter, four cases; and (4) stricture 
of the lower part of the ureter, three cases. 

The cases of Group 1 are divided into four sub- 
groups. In Subgroup 1 were eight cases in which 
intravenous urography was done from a few months 
to several years after the operation. One of the 
patients died, but all of the others had good function 
two months after the operation. In Subgroup 2 
there were five cases which were checked by later 
operation or autopsy. One of these cases was in- 
cluded also in Subgroup 1. In the four others the 
re-implanted ureters and the kidneys were found in 
good condition. In Subgroup 3 there were four 
deaths due to shock following the operation. In 
Subgroup 4 there were fourteen cases which were 
followed for years. Eight of the patients had no 
kidney symptoms, but four had definite renal infec 
tion. In the cases of two, the follow-up was inade 
quate. 

Of the four cases in Group 2, the re-implantation 
was done by the author in three and in these cases 
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was followed by good results. In one case it was 
done twenty years ago by the intraperitoneal route 
at the time of the gynecological operation. In this 
case the kidney was destroyed. 

In the cases of Groups 3 and 4 results were good. 

In describing the technique of the implantation 
the author states that the end of the ureter is cut for 
from 1 to 1.5 cm. in its long axis and is drawn through 
a large incision made through a convenient extra- 
peritoneal part of the bladder. Thin chromic gut 
sutures are used. A rubber dam is used for drainage 
on the mesial side of the anastomosis. 

CLaupvE D. PIcKRELL, M.D. 


BLADDER, URETHRA, AND PENIS 


Haines, C.: Traumatic Rupture of the Urethra. 
J. Urol., 1933, Xxix, 285. 

Haines urges conservative treatment of traumatic 
rupture of the urethra, especially by less experienced 
surgeons. He states that end-to-end anastomosis is 
not always necessary as the defect often becomes 
repaired spontaneously. Pezzar catheters used as 
suprapubic drains do not drain the bladder ade- 
quately. Therefore Haines uses rectal tubes of 
sizes 30 to 34 F. to drain the bladder suprapubically. 
He cites three cases of ruptured urethra 
different type 
measures. 


each of a 
to illustrate the use of conservative 
THEODORE P. GRAVER, M.D. 


Ainsworth-Davis, J. C.: The Prevention and Treat- 
ment of Urethral Stricture of Inflammatory 
Origin. Brit. J. Urol., 1933, v, 1. 


Unfortunately, there exists the impression that 
cure of gonorrhoea is complete when the urethral dis- 
charge ceases and the urine is clear or contains only a 
few shreds. This is erroneous as these two signs 
should be regarded merely as stages in the progress 
towards cure in the treatment of strictures of large 
caliber. Massage of the prostate and seminal 
vesicles carried out every third day and followed by 
complete irrigation of the urethra and bladder is the 
next step, and it will often be found that the urine 
becomes cloudy again because of infection in these 
organs. The treatment must be continued until the 
urine is free from pus and organisms after massage. 
Next, the urethra should be dilated under local 
anwsthesia to empty the urethral glands, which may 
have been infected. Dilatation should be followed 
by complete irrigation at weekly intervals until a 
caliber of over 4o F. is attained and the urine is again 
free from pus and organisms after prostatic massage 
If a non-specific urethral discharge persists, the 
urethral glands must be emptied by suction, as with 
the apparatus of Kidd, which consists of a hollow 
tube perforated by a large number of small openings. 
Three or four treatments at intervals of three days 
are usually enough to obtain perfect results. Each 
treatment should be followed by complete irrigation 
of the urethra. By the term “organisms” the author 
means not only the gonococcus, but also the second 
ary invaders which maintain chronic glandular 
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infection with consequent periglandular fibrosis, the 
precursor of stricture. 

Successful treatment depends upon dilatation of 
every portion of the urethra to a degree greater than 
its normal limits. When this is done systematically 
and the degree of dilatation is graduated, the 
ruptured fibers of the fibrous tissue are absorbed 
during the intervals between treatments and the 
lumen of the urethra gradually returns to its original 
caliber. The best instrument is Kollmann’s antero- 
posterior dilator. In cases of stricture under 30 F. 
the surgeon should be satisfied with an increase of 2 
degrees at each sitting; in cases of stricture between 
30 and 4o F., with an increase of 1 degree; and in 
cases of stricture over 40 F., with an increase of % 
degree. The treatments should be carried out at 
weekly intervals and followed by complete irrigation 
of the bladder with a 1:8,000 solution of acriflavine 
or a 1:6,000 solution of oxycyanide of mercury, 
according to whether the urine is cloudy or clear. 
As a rule, treatment is satisfactory up to about 35 
degrees and after 38 degrees, but bleeding occurs 
quite often. This stage is the most critical from the 
standpoint of ultimate cure. When it is successfully 
overcome, a good result is assured. When full dilata- 
tion has been reached on three consecutive occasions 
without any appreciable resistance before 40 F. and 
without bleeding, the intervals between treatments 
should be extended until finally only one treatment 
yearly is given as a precaution and the stricture may 
be regarded as cured. The dilatation is done by the 
author under local anesthesia. 

Strictures of small caliber, i.e., under 20 F., which 
develop as a result of inadequate treatment of their 
causal disease usually do not produce symptoms un- 
til their caliber becomes less than that of the meatus, 
when diminution of the size of the urinary stream 
and some prolongation of the act of urination 
supervene. Too often these early symptons are 
ignored and adequate examination is delayed until 
the development of infection with resulting fre- 
quency and discomfort or pain on urination. Occa- 
sionally treatment is delayed even longer until, per- 
haps after exposure to cold and damp or after 
alcoholic or sexual excess, almost complete retention 
develops. In such strictures, preliminary measures 
must be carried out until the urethra attains a 
caliber of over 20 F. and treatment then given with 
the Kollmann dilator until a cure is obtained. 

The methods of treatment may be classified as 
follows: 

1. Instrumental: (a) guides and followers; 
(b) diathermy by guides and olives; (c) continuous 
dilatation by catheters; and (d) intermittent 
dilatation by bougies, gum-elastic, or curved metal. 

2. Operative: (a) internal urethrotomy; (b) ex- 
ternal urcthrotomy; (c) suprapubic cystotomy alone; 
and (d) suprapubic cystotomy followed by excision 
or retrograde catheterization of the stricture. 

In the use of guides and followers a sterilized guide 
with about '4 in. of its tip bent to an angle of 30 
degrees is gently passed down the urethra, being 
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rotated from side to side to keep its point from catch 
ing in any lacuna, and the point is made to engage 
the opening in the stricture. This may take half ay 
hour or more. The attempt is made to alter the 
position of the point of the guide slightly between 
each movement of insertion and withdrawal. If this 
procedure fails one of the following four methods i, 
tried: 

1. The guide is withdrawn, the angle of th 
terminal 1% in. is altered, and the process repeate«! 

2. The guide is passed, two or three other guides 
are passed alongside it, and each guide is manipulate! 
in turn until one is made to engage in the canal of t} 
stricture. | 

3. The urethra distal to the stricture is distend: 
fully with olive oil which is retained by a peni! 
clamp, and one or more guides are passed a 
manipulated as before. 

4. A Swift-Joly urethroscope with a Wyndhan 
Powell tube is inserted into the urethra and th) 
guide is passed by direct vision. This procedu: 
should be delayed for a few days if bleeding occu: 
and is stopped at the first sign of bleeding. 

5. A small follower is screwed into the guide an: 
the joint tested by a firm pull so that the guide ma 
not be left in the bladder when the follower is wit! 
drawn. When pushed into the bladder the guid 
curls up and offers no resistance to the oncoming 
follower, which is left in place for from three to fi, 
minutes to dilate the stricture further. On with 
drawal, three larger followers are passed at on 
sitting. 

The treatments are given weekly and continuc:! 
until the whole urethra has reached a caliber of abou 
10 degrees English, after which bougies are used. 

In the use of diathermy with guides and olives, t! 
treatment is begun with an olive which can just |» 
passed into the bladder. This is then withdrawn an: 
an olive of the next size attached. When th 
stricture is reached, the current is turned on until « 
sensation of heat is felt by the patient. Still larg: 
olives are then used. 

Continuous dilatation by catheters is employe: 
for very dense strictures which do not respond |: 
intermittent methods and for resilient strictur: 
prior to such processes as litholapaxy. After twent) 
four hours the catheter becomes quite loose and thi 
use of a larger size is possible. In this way, even 
very resistant stricture can be dilated from 6 to 27 | 
within a week or so. It is then dilated by a Kollman 
dilator. 

Dilatation by gum-clastic bougies is the mo 
common form of intermittent treatment and a! 
effective link between the use of guides and followe: 
and Kollmann’s dilator. If obstruction is encoun! 
ered, smaller sizes are tried until one is found | 
enter the canal of the stricture. The bougie is th: 
withdrawn and the bladder irrigated with ox 
cyanide of mercury solution. Urinary antisepti: 
such as hexamine before meals and an acid mixtu 
after meals, are administered for three days befo: 
instrumentation, and alkalies for a similar peric 
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alter instrumentation. At subsequent treatments, 
given at weekly intervals, no more than three 
hougies are passed and the second is the largest used 
at the previous treatment. The treatment is 
stopped at the first sign of bleeding. After size 20 F. 
is reached, Kollmann’s dilator is employed. 

Curved metal sounds are used for posterior 
urethral obstruction due to prostatic abscess, 
anterior urethral obstruction due to periurethral 
abscess, and in treatment preliminary to such 
procedures as litholapaxy. : 

The indications for operation include: (1) in- 
ability to pass a guide in cases of retention; (2) in- 
ability to pass a guide on three consecutive occasions; 
(3) strictures intolerant of dilatation after the skilled 
passage of instruments, as evidenced by rigors, 
hemorrhage, retention, or epididymitis on each 
occasion; (4) the presence of periurethral extra- 
vasation; (5) certain cases of periurethral abscess; 
(6) stricture complicated by acute cystitis, enlarge- 
ment of the prostate, or, in some cases, vesical stone; 
(7) renal failure; (8) as a preliminary to excision of 
the stricture; and (9) certain complications occurring 
during treatment, e.g., the breaking off of a guide in 
the bladder. 

The operations are internal urethrotomy, external 
urethrotomy, and suprapubic cystotomy. Supra- 
pubic cystotomy is sometimes followed by excision 
of the stricture, but most commonly by instrumental 
dilatation by one of the methods described or 
retrograde catheterization. Operation should only 
be done as a last resort. Louts Neuwe t, M.D. 


GENITAL ORGANS 


Lower, W. E.: The Endocrine Influence on the Male 
Sex Organs. New England J. Med., 1933, ceviii, 
878. 

The main theme of this article is the influence of 
certain hormones upon the prostate gland. Lower 
and his co-workers are conducting animal experi- 
ments to determine the relationship between the 
gonads and the pituitary gland. A study of the 
voluminous literature on the subject and their own 
experience leads them to the following conclusions: 

1. The testicle produces two hormones: (a) a hor- 
mone from the interstitial cells, which regulates the 
male generative organs, and (b) a hormone from 
the germinal epithelium, which inhibits hyperfunc- 
tion of the pituitary gland. 

It has been proved by Martins that the pituitary 
gland of a castrated animal is hyperfunctioning. 
This observation leads to the conclusion that the 
testes exert an inhibiting influence on the rate of 
pituitary activity, and that prostatic hypertrophy 
is a physiological reaction to a functional disturb- 
ance of the endocrine system. In eunuchs no male 
sex hormone can be demonstrated and the prostate 
is small and atrophic. About forty vears ago cas 
tration was performed for prostatic enlargement, 
but later it was abandoned because of its high 
mortality. 
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Lower believes that the germinal epithelial of the 
testes secretes a substance which inhibits over 
activity of the pituitary gland, and he is applying 
this theory clinically. In males, senescence causes 
degenerative changes in the germinal epithelium and 
as a result the pituitary gland increases in size and 
is hyperactive. The hyperactivity of the pituitary 
gland stimulates the interstitial cells of the testicle 
to produce an excess of the male sex hormone which 
causes prostatic hypertrophy. The hypertrophy of 
the prostate may be prevented by inhibiting the 
influence of the anterior lobe of the pituitary gland 
and of the gonads. The influence of the gonads is 
inhibited by the production of testicular ischemia 
or by artificial castration by ligation of the main 
blood supply of the testicle. Testicular ischaemia 
weakens the interstitial cells and prevents an excess 
of the male sex hormone. In a few cases reduction 
of the gland has been followed by cessation of ob 
structive symptoms. The procedure recommended 
by Lower is transurethral resection of the obstructive 
portion and ligation of the blood supply of the 
testicle. This is recommended for the large soft 
glands, not for the fibrous prostate. It is less haz 
ardous than prostatectomy and from an economic 
point of view is decidedly preferable. Ligation of 
the blood supply of the testicle is effected by divid 
ing the internal spermatic and deferential arteries 
with the vas. No sloughing has been observed. 
Lower is now carrying out experiments to determine 
whether the same results can be produced by inject 
ing substances directly into the testicles. 
Mavurick Mevrzer, M.D. 


Morson, C., Webb-Johnson, A. E., Lee, R. O., 
Nitch, C. A. R., and Others: Discussion on 
Tuberculosis of the Male Genital Tract. Proc. 
Roy. Soc. Med., Lond., 1933, XXvi, 703 


Morson says that the portal of entry of tubercu 
losig can never be any part of the genito-urinary 


tract. The infection may reach the genital tract 
from the urinary tract by direct extension or may be 
a blood-borne complication from a focus somewhere 
outside of this system. In Morson’s opinion, the 
organ first involved is the testicle, but some believe 
it is most often the prostate. The spread of the 
infection from the external genitalia to the accessory 
sex organs occurs by way of the lymphatics within 
the wall of the vas or within the lumen of the duct. 
Morson believes that the normal kidney cannot 
filter the organisms of tuberculosis from the blood 
stream into the urine. When the genital organs be 
come infected from the urinary passages urethritis 
occurs first and is followed by invasion of the pros 
tate and seminal vesicles and finally invasion of the 
testicles. When only one kidney is invoived, uni- 
lateral genital tuberculosis on the same side is the 
rule. Morson believes it is impossible for the sper 
matozoa to carry the tubercle bacillus. He states 
that avian tuberculosis may be transmitted to man 
from fowls in the same way as psittacosis. ‘The 
younger the subject the more virulent the infection. 
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For cases of suspected tuberculosis of the genital 
tract, Morson advises the usual roentgen examina- 
tion of the lungs, examination of the sputum, and 
sedimentation and guinea-pig inoculation of the 
urine. When the urine is negative the infection may 
be blood-borne. The scrotum should be examined 
for changes in the rugz, loss of elasticity of the skin, 
wasting of the cellular tissues immediately beneath 
the dermis, adhesions of the skin to the epididymis, 
and lack of mobility of the testicle. 

Morson has found tuberculin of little value for 
either general or localized lesions of tuberculosis. 
He advises general supportive treatment, exposure 
to ultraviolet rays, a diet rich in vitamins, and sup- 
portive drugs. He regards halibut oil as more effec- 
tive than cod liver oil. For cases without suppura- 
tive sinuses or involvement of the skin of the scrotum, 
he advises medical treatment with prolonged sani- 
torium treatment. He recommends division of both 
vasa. 

WEBB-JOHNSON says that, in contrast to the surgi- 
cil management of malignant disease, the complete 
extirpation of the lesions of tuberculosis is seldom 
feasiole, necessary, or desirable as there is an in- 
herent natural resistance to infection. He empha- 
sizes the importance of coéperation of the patient 
with his doctor and of prolonged sanitorium treat- 
ment in tuberculosis. 

LEE says the more radical operative procedures 
are no more effective than the more conservative 
procedures in the treatment of genital tuberculosis. 

FRESHMAN states that he favors conservative 
treatment of genital tuberculosis, especially the use 
of tuberculin. 

PAYNE says that very little is known about the 
pathological characteristics and spread of tubercu- 
losis of the genital tract, and that the results of 
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radical operation, conservative operation, and meii- 
cal treatment are about the same. 

Nitcu states that he prefers a so-called radical 
operation epididymo- (or orchido-) vasovesicule 
tomy. CLaupE D. Hotmes, M.D 


Crabtree, E. G., and Brodney, M. L.: An Estimate 
of the Value of Urethrogram and Cystogram in 
the Diagnosis of Prostatic Obstruction. / 
Urol., 1933, XXix, 235. 

The authors report a study of cystograms and 
urethrograms made in the cases of patients with 
different types of prostatic obstruction. They found 
these X-ray studies to be important diagnostic 
measures especially when intra-urethral treatment 
alone was to be employed. They are of value also 
to show the cause of poor functional results atter 
operation. 

The authors prefer a meatal injection of lipicol 
by means of a 30-c.cm. syringe fitted with a meatal 
tip. During the exposure of the film the sphinc (crs 
are forced. Urethrograms can be taken in the an 
teroposterior, lateral, or semilateral position. Cy-! 
grams can be taken in the same positions after | 
bladder has been filled with a 3 per cent or stronger 
solution of sodium iodide. 

Cystograms show three major variations from | 
normal: (1) filling defects of the bladder bh. 
(2) elevation of the bladder base above the s 
physis, and (3) asymmetry of the bladder | 
When the prostatic gland is large, urethrograms s'\ 
increased length of the prostatic urethra from 
caput to the internal orifice, narrowing or flat: 
ing of the prostatic lumen, and deviation of 
lumen from the midline. To determine the signiti 
cance of these changes cysto-urethrography is neve 
sary. THEODORE P. GRAUER, M1) 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bauer, W.: Hyperparathyroidism: A_ Distinct 
Disease Entity. J. Bone & Joint Surg., 1933, xv, 
135. 

The author states that in the six years which have 
clapsed since hyperparathyroidism or generalized 
osteitis fibrosa cystica (von Recklinghausen) was 
first recognized clinically, a large number of cases 
have been reported. He believes that if sufficient 
interest is aroused in the condition, more cases will 
be detected before permanent bone changes and 
complications have occurred. Of even more interest 
at the present time is the question whether or not 
other skeletal diseases are due to hyperparathy- 
roidism. 

All cases of hyperparathyroidism or generalized 
osteitis fibrosa cystica thus far reported have been 
due to a parathyroid adenoma. Arthritis and 
Paget’s disease are never generalized skeletal dis- 
eases. This fact indicates that they are not of 
parathyroid origin. The changes in calcium and 
phosphorus metabolism are: (1) an increase in the 
serum calcium, (2) a decrease in the serum phos- 
phorus, (3) an increase in the excretion of calcium, 
and (4) an increase in the excretion of phosphorus. 
Among the symptoms and signs accompanying these 
disturbances of metabolism are weakness, muscle 
and joint pains, frequent fractures, skeletal shorten- 
ing, bone tumors, kidney and ureteral stones, and 
general decalcification. 

Until some simple test for hyperparathyroidism is 
devised, all suspected cases should be carefully 
studied. The serum calcium and phosphorus and, if 
possible, the serum phosphatase, should be deter- 
mined. Parathyroidectomy should not be performed 
until sufficient evidence is obtained that the diag- 
nosis is correct. 

lunsten stated that some of his cases of anky 
losing polyarthritis were operated on by Ballin with 
gratifying results and argues that the increased 
serum calcium and the ankylosis are manifestations 
of hyperparathyroidism. However, metastatic cal- 
cification is a very late manifestation of the disease 
which is found only in fatal cases or in animals which 
have succumbed to overdoses of parathormone. 

All cases of hyperparathyroidism observed by 
Bauer have shown a permanently elevated serum 
calcium and not transitory elevations such as those 
reported by Funsten. In neither form of arthritis 
has Bauer seen any signs suggesting hyperparathy- 
roidism as a causal factor. He believes that the im- 
provement reported after parathyroidectomy may 
ha ve been due to anesthesia, rest in bed, or a natural 
remission. 


Bauer reports a case of progressive parathyroidism 
in which the parathyroid tumor was found in the 
region of the mediastinum. Although the patient 
had suffered from the disease for thirteen years and 
bone deformities were present, there was no evidence 
of arthritis. 

The theory of Ballin and Morse that Paget's dis 
ease is due to hyperathyroidism is rejected by Bauer 
because the signs and symptoms of the two condi- 
tions are not the same. In Paget’s disease fractures 
are infrequent, the changes are sometimes confined to 
one long bone, and the entire skeletal system is never 
involved. Moreover, the cortex of the bones is thick, 
whereas in hyperparathyroidism it is thin. However, 
histological sections may be similar. In Paget's dis 
ease the increase in the serum phosphatase is much 
more marked than in hyperparathyroidism. 

In Bauer’s opinion the patients of Ballin and 
Morse who have shown improvement following 
parathyroidectomy have not been followed for a 
sufficiently long period of time to warrant a definite 
conclusion that lasting benefit or cure has been ob 
tained. Bauer believes that neither arthritis nor 
Paget’s disease is due to hyperparathyroidism. 

Rospert V. FuNsTeEN, M.D. 
Tammann, H.: Experimental Osteochondritis 


Dissecans (Ueber experimentelle Osteochondritis 
dissecans). Arch. f. klin. Chir., 1932, clxxii, 450. 


The author reports the results of experiments 
on dogs in which the attempt was made to pro 


duce osteochondritis dissecans artificially. On the 
basis of the theory that the site of the injury caus 
ing this disease is to be sought in the subchon 
dral osseous tissue, the knee joints were opened 
from the lateral side, canals were drilled in the 
lower epiphysis of the femur and, in their ends, by 
means of the coagulating electrode, electrical co 
agulation of the subchondral bone was done until 
the articular cartilage over the treated area in the 
region of the medial condyle or the intercondyloid 
fossa showed a fine gray discoloration. The animals 
sustained no injury from the operation itself. They 
were able to move about and to bear weight on 
the extremity operated on. The roentgenograms 
showed nothing abnormal, probably because the 
changes were too slight. Only in bone specimens 
was it possible to demonstrate translucent areas 
in the subchondral bone structure by roentgen 
examination. The findings after various periods of 
time were as follows: 

At the end of a week the area of coagulation 
showed fragmentation of the spongiosa with hemor 
rhages, signs of a reaction in the neighboring tra 
becula, and distinct injury of the contiguous articu 
lar cartilage, the cells of which extending in vertical 
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rows to the surface were considerably paler than 
those of the surrounding tissues. 

After twenty-two days, macroscopic examination 
revealed in the intercondyloid fossa a flat, oval de- 
pression with gray but shiny articular cartilage. 
On microscopic examination, the articular cartilage 
in this area was found to be severely damaged, the 
cartilage cells being visible merely as cell shadows. 
The demarcation from the normal cartilage was 
distinct, but in the marginal zone numerous carti- 
laginous germinating capsules were to be seen. The 
eschar in the subchondral bone was much less ex- 
tensive and situated at about the center of the 
cartilage injury. The granulation tissue surrounding 
the destroyed spongiosa penetrated into the dam- 
aged articular cartilage. This represented the be- 
ginning of the dissection, the liberation of the in- 
jured portion of cartilage from the epiphysis, which 
reached its maximum in the experiments which 
were continued for sixty davs. 

After sixty days, macroscopic examination dis- 
closed a defect in the cartilage, the base of which was 
filled with bright red granulation tissue. Stillattached 
to the edge of the defect there was a piece of carti- 
lage the size of the head of a pin, and in the upper 
joint recess there was a free joint body with a diam- 
eter of about 2 mm. Microscopic examination 


showed the coagulation area replaced by newly 
formed osseous spongiosa which was covered by a 
cellular pannus and formed the immediate borders 
of the joint cavity. At the edge of the cartilage de- 
fect there was a less extensive injury of the carti- 
lage which was similarly marked off from the pre- 
served cartilage by the proliferation of cartilage 


germinating capsules. However, the piece of car- 
tilage in the edge of the defect showed well-preserved 
cartilage cells, as did also the free joint body. The 
latter has a thin fibrous capsule. 

Accordingly it is evident from these experiments 
that the severely injured articular cartilage may be 
re-formed even after its expulsion, and that in this 
way free joint bodies may be formed. The only 
difference from the free joint bodies formed in 
osteochondritis dissecans was the absence of spon- 
giosa bone. The author believes that even this dif- 
ference might have disappeared if the experiments 
had been continued longer. Max Buppe (Z). 


Scott, E., Stanton, F. M., and Oliver, M.: Multiple 
Myeloma: A Report of Five Cases. Am. J. 
Cancer, 1933, XVii, 682. 

To the 425 cases of myeloma collected by 
Geschickter and Copeland in 1928, the authors add 
30 others from the literature and 5 of their own. The 
clinical features are reviewed. Pain is often the 
first symptom. Forty per cent of the cases show 
symptoms of cord compression. Multiplicity is the 
rule; only 2 cases of single lesions have been re- 
ported. Fractures arecommon. Bence-Jones bodies 
may appear in the urine intermittently. 

The microscopic findings and the theories regard- 
ing the histogenesis of the condition are discussed. 
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From a study of the maturation stages in fast gro 
ing myelomata and their similarity to experimen 
tally produced plasma cells, the authors conclu: 
that the tumor plasma cell is a derivative of th, 
reticular cells of the haematopoietic and genera! 
connective tissues and closely related to the lymphv 
cytic series. 
The authors’ 5 cases of multiple myeloma are \ 
ported in detail with photomicrographs. 
WALTER P. Biount, M.1) 


MacCallum, P.: Rhabdomyoma of the Extremities 
Australian & New Zealand J. Surg., 1933, ii, 20/ 


Tumors in which muscle fiber is the chief tiss;) 
may arise in or near normal striated muscle or }), 
places remote from muscle. When they have « 
curred in places remote from muscle they have be 
considered developmental anomalies, embryona! 
disturbances, or aberrant teratomata. They may 
occur at any age in either sex. Occasionally there js 
a history of trauma. 

As a rule such tumors are rounded single or mu! 
tiple nodules, but when they occur in muscle sheai |i 
they may be flattened. They are soft in consistency 
and on section appear grayish with yellow or roi 
areas. On microscopic examination the musvle 
fibers show no orderly parallel arrangement as in 
normal muscle. The cells resemble the embryonal! 
type; most of them are spindle shaped. They ar 
striated both ways, but the longitudinal striations 
are usually the more prominent. Many giant cc! 
forms occur. 

The tumors may grow slowly. After surgica| 
removal they may recur locally or at a distance 
Metastases have been known to occur in the lung: 
Neighboring lymph glands may be involved. 

The author reports two cases. The first was that 
of a man fifty-nine years of age who had a smiull 
tumor of a few weeks’ duration removed from his 
arm. Six weeks later a much larger and more (ii 
fuse growth, extending from the elbow to the shou! 
der, was removed. About a month later the arm 
was amputated at the shoulder. A few weeks alte! 
the amputation death occurred from pulmonar) 
embolism. Autopsy was not performed. The mas: 
of the tumor in the amputated arm was muscle 
There was no bone involvement. Microscopic cx 
amination showed spindle cells with cross striations, 
necrotic material, and giant cells. 

The author’s second case was that of a woman 
seventy years of age who sought treatment for 4 
swelling of the right leg which had been graduall\ 
increasing for a year. After surgical removal, thi 
swelling, which was in the gastrocnemius muscle, as 
found to be a dense tumor about the size of a tennis 
ball. Eighteen months after the operation it recurred 
in much larger size at the same site. It was scm! 
fluctuant and adherent to the skin but not to (he 
bone. No further surgery was done. The tumor 
ulcerated through the skin and the patient died 
about four months later. Autopsy disclosed a | 
form, homogeneous, grayish-white tumor involving 
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the calf muscles. There were no metastases. The 
tumor showed the spindle-shaped, cross-striated cells 
characteristic of rhabdomyoma. 

MacCallum believes that these muscle tumors are 
not so rare as is generally supposed. In both of his 
cases the original diagnosis was active fibroma and 
the correct diagnosis was made only after careful his- 
ological examination. Many such tumors may have 
been classified as sarcomata. Their similarity in 
structure to certain bone sarcomata may be ex- 
tremely close, and an origin from bone is apt to be 
assumed. WILLIAM ARTHUR CLARK, M.D. 


Coley, W. B.: The Treatment of Sarcoma of the 
Long Bones. Ann. Surg., 1933, xcvii, 434. 
fhis article is based on 500 bone tumors, 

of which were malignant operable sarcomata. 

Coley believes that the ideal classification of bone 
sarcomata has not yet been reached, but that the 
classification of the Bone Sarcoma Registry is the 
best available. He emphasizes that for practical 
purposes the classification must be simple. It should 
indicate whether the sarcoma is periosteal or cen- 
tral; whether it is an osteogenic sarcoma or an 
endothelial myeloma; and, if a central sarcoma, 
whether it is primarily benign or malignant. 

In the majority of cases a correct diagnosis can 
be made on the basis of the clinical and roentgeno- 
logical evidence, but in from 20 to 25 per cent a 
histological examination is necessary. Coley be- 
lieves that the dangers and disadvantages of biopsy 
have been greatly over-emphasized, and that while 
it is often possible to make a positive diagnosis 
of osteogenic sarcoma from the roentgenogram alone 
in the later stages of the disease, in the early stages 
this is not true and biopsy is justifiable. He has 
given up trying to make definite diagnoses from 
frozen sections, and believes that in borderline cases 
it is safe to wait for the paraffin sections before de- 
ciding on amputation. 

In discussing irradiation he states that he has 
been convinced for many years that osteogenic 
sarcoma is highly resistant to irradiation as well as 
to Coley’s toxins, and that the treatment of choice 
for this type of bone tumor is immediate amputa- 
tion followed by a course of prophylactic treatment 
with toxin. He does not approve of preliminary 
irradiation, but states that when amputation is 
followed by prophylactic treatment with toxin the 
incidence of five-year cure is twice that obtained 
by early amputation alone. 

He states that in early operable cases of endothe- 
lial myeloma or Ewing’s sarcoma involving a long 
bone it is very difficult to determine the best pro- 
cedure, but that a careful analysis of the end-results 
of the different methods seems to warrant a trial 
of systemic treatment with Coley’s toxin combined 
with local irradiation, preferably with the radium 
pack, for a limited period of time before resort is 
had to amputation. If no definite improvement 
is noted at the end of from six to eight weeks, no 
further use of conservative measures is justified. 
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For multiple myelomata, which are radiosensitive 
tumors involving a number of bones, the best treat- 
ment appears to be the use of the Heublein unit 
combined with systematic treatment with Coley’s 
toxin. 

In the majority of cases of giant-cell tumors 
conservative measures should be tried first. Primary 
amputation should be done seldom, if ever. How- 
ever, Coley states that the poor results of irradia- 
tion in the treatment of giant-cell tumors are almost 
never mentioned. His chief objection to the use of 
irradiation as the method of choice is the period of 
disability associated with it and the impossibility 
of making a correct diagnosis in about 20 per cent 
of the cases. He states that while it is possible to 
cure a giant-cell tumor of a long bone by irradia 
tion, irradiation has not been proved superior to 
all other methods. He believes that if the case is 
treated primarily by surgery combined with toxins 
and irradiation more information will be obtained 
and more benefit offered. In cases of giant-cell 
tumor, a simple biopsy should never be performed, 
but the aspiration biopsy method may sometimes 
be employed to advantage. 

In a comparative study of the early and late 
statistics regarding osteogenic sarcoma, a notable 
improvement in the results was found. Of 261 pa- 
tients with malignant sarcoma of bone exclusive of 
giant-cell tumors who were treated prior to Novem- 
ber, 1927, 54 (20.7 per cent) have remained well 
for five years or longer. Coley is of the opinion that 
the present pessimistic attitude regarding the prog- 
nosis is without foundation in fact. He states that 
a favorable prognosis depends on early diagnosis 
and a proper course of treatment. 

The article is concluded with the following state- 
ment: ‘Bone sarcoma is a field in which a careful 
weighing of all evidence, the clinical, the roent- 
genological, and the histological, is required. In 
other words, in order to arrive at a correct diag- 
nosis, especially in the early stages of the disease, 
a close coéperation on the part of the surgeon, the 
roentgenologist, and the pathologist is most essen 
tial.” Pau C. Cotonna, M.D 


Cave, P.: Osteoplastic Metastases. Bri. J. Radiol., 
1933, V1, 69. 

Cave reports the case of a man sixty-three years 
of age who died three years after the first symptoms 
of carcinoma of the prostate. Autopsy revealed 
pleural adhesions, numerous shotty gray granules 
in the lungs suggesting malignant peribronchial 
infiltration, evidence of adenocarcinoma in the lung 
tissue, and tumor invasion of the vertebra. Roent- 
genograms showed marked density of the pelvic 
brim extending only to the sacro-iliac joints, an 
osteoplastic metastasis of the sacral promontory, 
mottling of the lateral halves of the ilia by osteo- 
clastic metastases, a pathological fracture in the 
left ilium, increased density of the eighth, eleventh, 
and twelfth thoracic vertebrae, a few scattered 
osteoplastic metastases in the ribs, osteoclastic 
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metastases and two united pathological fractures 
in the right humerus, multiple osteoclastic metas- 
tases in the right radius and ulna and both femora 
and a pathological fracture in the right femur. 

The presence of osteoclastic changes suggests 
arterial dissemination. In the case reported such 
dissemination was evidenced by the pulmonary me- 
tastases. Osteoplastic metastases indicate involve- 
ment by way of the lymphatic channels and have 
their origin most frequently in the prostate and 
breast. Malignancy of the thyroid produces metas- 
tases most often in the skull, lower jaw, sternum, 
vertebre, and ribs. As a rule the metastases are 
of the osteoclastic type. 

Osteoplastic metastases occur most frequently in 
the lower spine, the skull, and the sternum. 

The end-result of bone sclerosis produced arti- 
ficially and that caused by the activity of cancer 
cells is the same, and it is not unreasonable to sup- 
pose that the essential causative mechanism in 
both is the cutting off of the local blood supply. 

After the occurrence of a pathological fracture 
at the site of an osteoclastic metastasis it is not 
uncommon for the fragments to unite firmly with 
an abnormal amount of bone sclerosis. 

The author cites a case in which sections of the 
lumbar vertebre and iliac bones revealed what 
appeared to be typical diffuse osteoplastic metas- 
tases from prostatic carcinoma, whereas a section 
from a thoracic vertebra disclosed equally dense bone 
but no malignant cells. He cites also cases of ap- 
parently benign condensing osteitis in the lumbo- 
sacral region or in the pelvis in the neighborhood 
of the sacro-iliac joints. He states that if this 
benign condensing osteitis can be accepted as a 
clinical entity, similar changes in bone in the lumbo- 
sacral region can be produced by the following three 
distinct pathological conditions: 

1. A benign condition of unknown origin, prob- 
ably due to vasoconstriction of nutrient vessels due 
to a sympathetic disorder (Bernard). 

2. Lymph-borne metastases from carcinoma of 
the prostate, and occasionally from carcinoma of the 
breast, caused by interference with the blood supply 
of bones by carcinomatous infiltration (Cave). 

3. A change in the calcium content of otherwise 
normal bones in the vicinity of skeletal metastases, 
probably due to metaplasia of bone indirectly in- 
fluenced by the neoplasm (Sicard). 

Osteoplastic changes from carcinoma of the pros- 
tate and carcinoma of the breast occur frequently 
in the lumbosacral region and the sacro-iliac joints 
and rarely in the axilla and thoracic vertebra. As 
benign condensing osteitis occurs in the same lo- 
calities, there is considerable evidence that some 
anatomical factor in the lumbosacral region favors 
the production of dense bone. Of significance also 
is the fact that condensing osteitis undoubtedly 
occurs in conjunction with, but at a distance from, 
carcinomatous metastatic bone deposits. It is sug- 
gested that the connecting link between these two 
phenomena is the anatomical interrelationship be- 
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tween the sympathetic ganglia and the lymphatic 
glands. 

A study of the anatomy of the lymphatics and 
the sympathetic nervous system reveals that no 
where in the body are these two systems so abun 
dant and so close to one another as in the lumb 
sacral and sacro-iliac regions. It is obvious that 
glandular enlargement in this region may exert 
pressure on the sympathetic chain, and it is like], 
that constant stimulation of the sympathetic migh| 
produce constriction of the nutrient arteries of the 
bones in the immediate neighborhood. In tim», 
vasoconstriction would probably lead to thrombosis 
with possibly permanent impairment of the nutri 
tion of the bone. 

In conclusion the author says there is good reason 
to believe that malignant invasion of glands occurs 
long before the osteoplastic changes in bone, ani 
that Hodgkin’s disease is the only other disease «/ 
long duration characterized by massive hard glanis 
which would be likely to exert pressure on the 
sympathetic. Rupowpu S. Reicu, M.D 


Funsten, R. V.: Certain Arthritic Disturbances 
Associated with Parathyroidism. J. Bone < 
Joint Surg., 1933, XV, 113. 

In the Orthopedic Clinic of the Harper Hospita!, 
Detroit, a survey of ninety-five cases of arthritis, 
chiefly of the ankylosing type, was made in order 
to separate those showing evidence of hyperpara 
thyroidism. Twenty-six showed such evidence in 
the form of prolonged pain, muscular weakness, 
stiffness of the joints, pathological fractures, and 
roentgenological evidence of demineralization of the 
bones and misappropriation of calcium. In all o! 
the latter there was an abnormal elevation of the 
calcium in the blood and in most of them this was 
accompanied by a decrease in the blood phosphorus 

The chronaximeter and the electrocardiograms 
were used to determine the degree of muscular 
weakness. 

Several of the cases are reported in detail. 

In fourteen of the twenty-six cases parathyroide: 
tomy was performed by Ballin. Only one of the 
surgically treated cases failed to show improvemen|. 
In nine cases there was marked improvement mani 
fested by cessation of the pain and of the sense o! 
stiffness in the joints within a few days after the 
operation. Improvement was regarded as marke 
only when the pain was entirely relieved and the 
roentgenograms showed increased density of the 
bone. In four of the cases there was moderate im 
provement. 

Twelve cases were treated conservatively by thie 
administration of cod liver oil concentrate and ca! 
cium gluconate, physical therapy, and the use 0! 
orthopedic appliances. Marked improvement 1 
sulted in five, moderate improvement in three, ani! 
no improvement in four. 

The author concludes that arthritis is very con 
mon in parathyroid disease, and that parathyroi: 
disease is common in arthritis, 
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In mild cases in which it is impossible to make 
an absolute diagnosis and in the cases of patients 
who are poor surgical risks, conservative treatment 
may lead to improvement and at least temporary 
arrest of the disease. 

In conclusion the author says that in none of the 
cases was the parathyroidectomy followed by tet- 
any or shock, and that this operation may be con- 
sidered a safe and justifiable procedure. 


Ozerov, A.: Injuries of the Shoulder-Joint Region 
Verletzungen der Schultergelenkgegend). Vov. 
chir. Arch., 1932, XXVi, 472. 

On the basis of his experience at the Traumato- 
logical Institute, Leningrad, the author discusses the 
most important of the injuries of the shoulder region, 
paying particular attention to the treatment of joint 
traumata. 

1. Dislocations of the shoulder. Anterior dis- 
locations are much more common than posterior 
dislocations, the ratio of the former to the latter 
being 99:1. According to the mechanism of their 
action, the methods of treatment can be divided into 
the following five groups: (a) simple extension, 
(b) extension with pressure on the dislocated head 
of the humerus, (c) extension with lever action, 
(d) lever reduction, and (e) rotation reduction. For 
subclavicular dislocations the best methods are those 
of Dzanelidze and Kocher. The treatment may be 
carried out under light ether or ethyl chloride anes- 
thesia, and the patient can generally be ambulatory. 
The reduction of bilateral dislocations at one time is 
inadvisable because of the danger of shock. Im- 
mobilizing dressings should not be used as any 
immobilization after the reduction of uncomplicated 
dislocations hinders healing and leads to the develop- 
ment of contractures. Active movements should be 
begun immediately after the reduction. Work 
should be resumed early. 

2. Complicated dislocations. Statistics show that 
from 39 to 46 per cent of all dislocations of the 
shoulder are accompanied by distortions, ruptures, 
or avulsions of tendons, separation of the greater 
tuberosity of the humerus, fractures of the head or 
neck of the humerus, the glenoid cavity, or the 
apophysis of the neck of the scapula, tears of blood 
vessels, and hamorrhages into articular cavities. In 
cases of haemarthrosis treatment by hot applications 

Priessnitz compress, blue light, etc.) should be 
begun as early as the day following the trauma. 
Beginning on the third day, light active movements 
and massage, and beginning on the fifth day, deep 
massage and more extensive movements, should be 
carried out. The occurrence of pain will indicate the 
limits of mobility. The treatment of these com- 
plicated dislocations varies widely, according to the 
type of injury present, from simple conservative 
physical therapy to important operations with ex- 
posure of the site of injury and such measures as bone 
suture, the removal of separated fragments of bone, 
excision of shrunken soft parts, and division or 
transplantation of tendons. 


3. Old dislocations. In case no bone injuries are 
found on roentgen examination, an attempt at non- 
operative reduction is justified; otherwise, arthrot- 
omy with division of the subscapular tendon and 
corresponding operations on the articular ends of the 
bones and articular soft parts is indicated. 

4. Habitual dislocations. Mild cases, in which 
the dislocation occurs seldom, are to be treated con- 
servatively by physical therapy such as massage, 
rhythmic faradization, and medical gymnastics. 
More severe cases, with frequent dislocations, 
should be treated surgically. Methods of operative 
re-inforcement of the articular capsule and liga- 
ments are very numerous. The following procedures 
may be considered: the formation of a cicatricial 
capsular barrier, suspension of the head of the 
humerus by means of intra-articular or, preferably, 
extra-articular fascia and tendon transplantations, 
plastic procedures on muscle, and the formation of 
bony barriers to protect against dislocation, even by 
means of free bone transplantation. The author has 
worked out his own method of musculoplasty and 
has used it in six cases with good results. The 
technique is as follows: 

Longitudinal suture of the subscapularis muscle 
with inclusion of the articular capsule in the suture is 
done. The external border of the short head of the 
biceps is then fastened to the tendon of the sub- 
scapularis with the arm rotated externally to the 
maximal extent. If the extreme rotation is not 
maintained, the border of the biceps sinks and forms 
an obstacle internal to the head in the form of a wall 
of muscle. An abducticn splint is applied for from 
one and a half to two weeks and physical therapy is 
carried on for ten days. 

From the operative results in twenty-five cases the 
author concludes that simple capsulorrhaphy should 
not be done. Fascioplasty was followed by recur- 
rence in a third of the cases. Better results are 
obtained from the formation of a bony barrier. In 
men doing heavy work the author’s own method of 
musculoplasty has given good healing without re- 
currence which has now lasted over an observation 
period of more than two years. 

Fractures of the head, neck, and both tubercles of 
the humerus, bursitis, periarthritis, and ruptures and 
avulsions of muscles and tendons are 
briefly. 

The author concludes that the diagnosis of fresh 
dislocations of the shoulder can be made in com- 
plicated cases only with the aid of roentgen examina 
tion. Reduction must be effected without the use of 
force, and in the cases of children and neurasthenics 
under general anesthesia. Old dislocations must be 
treated surgically if there is marked limitation of 
function in the shoulder joint, unless age or a path- 
ological condition constitutes a contra-indication. 
The best approach to the joint for the operative 
reduction of anterior dislocations is obtained by 
incision along the anterior border of the deltoid 
muscle, and for the reduction of posterior or com 
plicated dislocations, by an epaulette incision. For 
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exposure of the head of the humerus in subacromial 
dislocations resection of the coracoid process is ab- 
solutely necessary. The dislocated tendon of the 
long head of the biceps can also be reduced during 
the operative treatment of the dislocation, and if 
injured can be fastened to the intertubercular sulcus 
or the short head of the biceps. The displaced greater 
tuberosity of the humerus must be reduced by open 
operation. Total resection of the head of the 
humerus yields poor functional results. An eco- 
nomical resection should be done instead. To guard 
against postoperative haematoma formation a glass 
drainage tube should be inserted and left in place for 
two days. A Sozon-JaroSevi¢ or a Volocko abduction 
splint is more comfortable and economical than a 
plaster-of-Paris splint. In habitual dislocations 
fascial suspension of the head of the humerus can be 
recommended only for persons who are not engaged 
in heavy physical work. For those who do heavy 
work lengthening of the coracoid process by free 
osteoplasty may be recommended if the coracoid 
process is too short, and lengthening with a flap of 
bone and periosteum from 3 to 4 cm. long formed 
from the process and turned back, if the coracoid 
process is of normal length. G. Atroy (Z). 


SURGERY OF BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ghormley, R. K., and Brav, E. A.: Resected Knee 
Joints. Arch. Surg., 1933, xxvi, 465. 

The authors reviewed the records of 236 resec- 
tions or fusion operations and g amputations per- 
formed for disease of the knee joint in the years 
from to91g to 1931, inclusive, at the Mayo Clinic. 
In 245 cases in which operation was performed, the 
incidence of trauma or infection as an inciting or 
predisposing factor, the duration of symptoms, and 
the age and sex of the patients were noted. 

Tuberculous males outnumbered tuberculous fe- 
males by the ratio of 2.5:1, whereas non-tuberculous 
males outnumbered non-tuberculous females by the 
ratio of 1.2:1. In 55.8 per cent of all cases the 
disease was present more than five years before the 
operation. 

In the 256 cases in which tuberculosis was present 
and operation was not performed, the ratio of males 
to females was the same and the percentage of cases 
in which inciting trauma was apparent was 36.6. 

In the early cases the authors found it didicult 
to pick out any constant features in the roentgeno- 
gram which could be said to identify either type of 
lesion. Marked differences were absent also in the 
advanced cases, but in the moderately advanced 
cases more typical changes were found. In all 
of the cases in which changes were apparent in the 
roentgenograms the disease was probably well 
advanced. 

As an aid in diagnosis the intact joint space must 
be regarded with some reservation. Often there is 
tlexion contracture in the knees and the joint space 
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cannot be truly represented in the roentgenogram, 
In most of the cases reviewed by the authors ther: 
was greater destruction of cartilage in the non 
tuberculous joints for a given duration of symptoms 

Sections were cut through the surfaces of joints 
of the complete specimens of 91 tuberculous joints, 
15 non-tuberculous joints, and 1 Charcot joint. [pn 
all cases, 3 types of changes were investigated 
namely, bony, synovial, and cartilaginous. 

Of the authors’ group of 168 cases of proved 
tuberculosis, 75.6 per cent were correctly diagnosed 
clinically. In 13.6 per cent tuberculosis was oon 
sidered a possibility, and in 10.8 per cent the diag 
nosis of non-tuberculous arthritis was made. () 
the 66 proved cases of non-tuberculous arthritis, 
86.3 per cent were so diagnosed before operatiun, 
while 13.7 per cent were diagnosed as tuberculuis, 

The tuberculin test cannot be considered a cc 
pendable diagnostic measure, especially if the ja 
tient is an adult. A negative reaction is of mor 
significance than a positive reaction. 

The article is summarized as follows: 

The clinical history, roentgenograms, lesions «(is- 
covered on macroscopic and microscopic examina 
tion, and the results of inoculation of guinea pigs 
in a series of 236 cases of resection and 9g cases of 
amputations of the knee joint have been studied. 

The pre-operative diagnosis was found to be in- 
correct in 24.4 per cent of the cases of tuberculous 
arthritis and in 13.7 per cent of the cases of non 
tuberculous arthritis. 

The gross specimens and roentgenograms wer 
found to vary so widely as often to prevent an a 
curate diagnosis. 

The inoculation of guinea pigs proved incorrect 
in 12.5 per cent of the 24 cases in which it was done. 

The diagnosis made by microscopic examinations 
of tissues removed at the time of operation was 
found accurate in all but 3.2 per cent of the cases 


FRACTURES AND DISLOCATIONS 


Fiorentini, A.: Subacromial Dislocation of the 
Humerus (Sulla lussazione sottoacromiale del! 0 
mero). Clin. chir., 1932, Vili, 1270. 

Two cases of subacromial dislocation of the hu 
merus are reported. Posterior dislocation of the 
humerus is much less common than anterior dis 
location and is generally caused by more serious 
accidents. It constitutes only about 2.2 per cent 
of dislocations of the shoulder. This is explained 
in part by the fact that it is easier to fall on the 
external surface of the shoulder than on the anterior 
surface, and in part by the fact that the posterior 
part of the joint capsule is re-inforced by the 
tendons of the infraspinatus and teres minor mus) lcs 
and is partly protected by the vault of the acromion 

There are two types of posterior dislocation o! 
the humerus—the subacromial, in which the head 
of the humerus is displaced backward and loca! «( 
beneath the acromion, and the subspinous, in whi: ! 
it is displaced into the subspinous fossa oi 
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scapula. The former is much more common than 
the latter. As a rule it is not caused by a direct 
blow on the shoulder from in front backward as 
such a blow would fracture the acromion or the 
posterior border of the glenoid fossa. It is more 
apt to be caused by a fall on the elbow or hand with 
the arm thrown forward and compelled to undergo 
a movement of forced internal rotation, or by move- 
ment of the trunk in the opposite direction with the 
hand or elbow fixed against the ground. 

Subacromial dislocation may be accompanied by 
lesions of the bones. The most common osseous 
lesion is detachment of the lesser tuberosity of the 
humerus which remains fixed to the tendon of the 
subscapularis muscle. In some cases the greater 
tuberosity may be detached and remain adherent to 
the tendons of the supraspinatus and infraspinatus 
muscles. 

The arm lies close to the trunk in internal rota- 
tion. The axis of the humerus is directed upward, 
outward, and backward. Looked at from in front, 
the shoulder is flatter than the normal shoulder 
and its transverse diameter is increased. Most 
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striking in the front view of the shoulder is abnormal 
prominence of the coracoid process and the anterior 
angle of the acromion. Between these two promi 
nences there is a more or less marked longitudinal 
sulcus. Palpation reveals an empty space beneath 
the anterior angle of the acromion and the presence 
of the head of the humerus in the space below the 
posterior angle of the acromion. The posterior dis- 
placement of the head of the humerus is shown also 
by roentgen examination. 

The dislocation can be reduced quite easily under 
ether anesthesia by direct pressure from behind 
forward on the head of the humerus associated with 
external rotation of the arm which has previously 
been abducted. The arm should then be fixed in 
slight abduction and external rotation. In cases 
of habitual dislocation, operation is necessary. In 
the author’s opinion, the best method is extra 
articular suspension with a free transplant of fascia 
lata. The period of immobilization necessary de- 
pends on the patient’s age and condition and the 
tendency of the dislocation to recur. 

AupREY Goss Morcan, M.D. 











BLOOD VESSELS 


Mahorner, H. R.: Thrombo-Angiitis Obliterans. 
Am. J. Surg., 1933, Xix, 419. 

The author discusses the causes, clinical mani- 
festations, pathological changes, diagnosis, and 
treatment of thrombo-angiitis obliterans. He traces 
the development of the accepted theory that the 
characteristic pathological changes are an inflam- 
matory reaction extending through the wall of the 
vessel with associated thrombosis and later organiza- 
tion and canalization of the thrombus. He states 
that the artery, vein, and nerve may be bound 
together by extension of the chronic inflammatory 
reaction through the vessel wall. Even the vasa 
nervorum may show perivascular collections of 
lymphocytes. Attention is called to the important 
development by the unaffected vessels of a col- 
lateral circulation to carry the blood flow to the 
distal part past an obstruction in one of the main 
arteries. 

The symptoms of thrombo-angiitis obliterans are 
due to ischemia plus the effects of migratory 
phlebitis. Intermittent claudication, coolness and 
rubor of the foot, excessive blanching on elevation 
of the extremity with a tardy return of the normal 
color to the foot, trophic changes, absence or a de- 
crease of the pulsations, and pain on rest are 
the important signs of the disease. It is generally 
pain which causes the patient to seek treatment. 
In typical cases recognition of the condition is not 
difficult if all of the symptoms are kept in mind, 
but the consideration of individual symptoms alone 
and without recognition of their circulatory basis 
leads to such diagnoses as multiple neuritis and 
epidermophytosis. 

There is no specific method of treatment. Con- 
servative treatment should always be tried until 
the progress of the disease demands radical meas- 
ures. Amputation should be delayed as long as 
possible although in individual cases economic con- 
siderations enter into the decision. The therapeutic 
measures most commonly used are described briefly. 
The author believes that the intravenous ad- 
ministration of fluids is illogical. In some cases, 
typhoid vaccine administered intravenously in 
courses has given encouraging results. However, 
it has important disadvantages and does not pre- 
vent rapid progress of impairment of the circulation. 
Injection of the peripheral nerves with alcohol, 
as described by Smithwick and White, is a pro- 
cedure of great value to relieve intense pain. Vaso- 
dilatation is accomplished most satisfactorily by 
lumbar ganglionectomy. The author emphasizes 


the importance of sclecting cases for operation on 
the basis of the vasomotor index. 


As the essential 
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lesion is occlusion of the vessel rather than a fun 

tional spasm, he warns against expecting too much 
benefit from operations on the sympathetic neryou, 
system. Amputation is still necessary in cases « 
progressive gangrene. W. J. MERLE Scort, M.1) 


Gosset, A., Bertrand, I., and Patel, J.: The Trea:- 
ment of Arterial Embolism of the Extremities. 
A Critical Study (Le traitement des em}; 
artérielles des membres. Etude critique). / 
chir., 1933, xli, 1. 


The authors review the circumstances unde 
which embolectomy and arteriectomy are bein, 
practiced and the results which have been obtaine«| 
from these procedures. They draw the following 
conclusions: 

1. All cases of peripheral arterial embolism ar 
complications of a primary cardiovascular disease. 

2. All emboli usually lodge in dangerous zor 
at the level of major bifurcations of the arteries or «1 
the origin of large collateral arteries. 

3. All emboli cause changes in the wall of thy 
artery at the site of lodgment and then enlarge |), 
causing further thrombosis. 

4. All emboli that become lodged in peripheral 
arteries bring about complications, the course o/ 
which is variable but usually serious. 

The principal object of surgical treatment is to re 
establish the circulation and thus prevent or limit 
gangrene. Thrombotripsis is considered illogical! and 
generally ineffective, and amputation should be done 
only after all conservative measures have failed 

The difficulty of localizing the site of lodgment oi 
the embolus is emphasized. Motor and sensory dis 
turbances furnish only uncertain localizing signs. 
The oscillometer shows only gross changes. he 
most accurate information is obtained by palpation 
of the peripheral pulses and arteriography. 

On the basis of a comparative study of the value of 
embolectomy and arteriectomy the authors sum 
marize the disadvantages of embolectomy as follows 

1. The technical difficulty of the operation. 

2. The need for absolute asepsis. 

3. The speed and accuracy with which the opera 
tion must be done. 

4. The danger of damaging the intima of the ar 
tery during the operation. 

5. The persistence of the diseased artery after the 
embolectomy, which may give rise to secondirs 
thrombosis. 

Obliteration of an artery causes changes in the 
nervous plexuses in the adventitia of the artery, 2nd 
the repeated irritation causes, in the periphery, 
vasomotor disturbances, usually of the vaso: 
strictor type, which may further embarrass the ««! 
lateral circulation (Leriche). In two animals ‘he 
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authors were unable to note beneficial effects from 
periarterial sympathectomy or the chemical sym- 
pathectomy of Doppler. 

The advantages of arteriectomy over embolectomy 
arteriotomy) are summarized as follows: 

1. The operation is easy to perform. 

There is no need for special surgical precau- 
tions. 

;. Compression of the artery is not necessary, 
one cause of intravascular clotting or focus for 
abnormal vasomotor stimulation being therefore 
eliminated. 

Clinical and experimental evidence is cited to 
show that arteriectomy may give excellent results. 

There is some disagreement as to when arteriec- 
tomy is indicated. Grégoire believes that the em- 
bolus produces important lesions in the endothelium 
of the artery and thus predisposes to the formation 
of a new clot. Therefore he is of the opinion that 
the entire obliterated segment of the artery with its 
adventitia should be removed at once. Moure 
believes it is important only to remove the embolus 
which acts as the center of intravascular clotting, 
and that consequently resection of a short segment, 
which includes the part of the artery damaged by 
the embolus, is sufficient. Useful collateral arteries 
are not disturbed by the local arteriectomy. 

In conclusion the authors state that embolectomy 
is indicated in cases in which the embolus has lodged 
at the bifurcation of the aorta, external iliac arter- 
ies, or similar large arteries. Arteriectomy is in- 
dicated in: (1) cases in which it is necessary to act 
quickly because of the patient’s poor general con- 
dition (Leriche); (2) cases of embolectomy in which 
the endothelium of the artery appears greatly altered 
after the embolus has been removed (Leriche); (3) 
cases in which local changes make proper suturing 
of the artery questionable (Moure); and (4) cases of 
impending gangrene of the extremity in which 
embolectomy has failed to give relief. 

Mont R. Rem, M.D. 


BLOOD; TRANSFUSION 


Grasso: Re-Infusion in Hzmoperitoneum from 
Wounds of the Liver (La reinfusione negli emo- 
peritonei da ferita del fegato). Clin. chir., 1932, 
viii, 1306. 

The author reviews the history of re-infusion of 
the patient’s own blood in the treatment of disease 
and reports his experiments on dogs in which blood 
from injuries of the liver was re-injected.- His ex- 
periments showed that in simple wounds of the 
liver re-injection gives excellent results when it is 
done within six hours after the injury. Even when 
the bile ducts were also injured and there was a 
considerable admixture of bile with the blood the 
re-injection caused no harm. The acute anemia 
was overcome without causing any general disturb- 
ances or any pathological changes in the blood. 

\ number of cases in which re-injection gave 
good results are cited from the literature. In two 
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cases in which it was done more than six hours 
after the injury death resulted from heart failure. 
Blood should not be re-injected if marked hemoly- 
sis has taken place. 

In conclusion Grasso says that as the results of 
direct transfusion from donors whose blood groups 
have been determined are so satisfactory, re-infusion 
is indicated only in emergency cases in which there 
is no time or opportunity for direct transfusion. 

AupDREY Goss Morcan, M.D. 


Stetson, R. E.: The Causes and Prevention of Post- 
Transfusion Reactions. Surg. Clin. North Am., 
1933, Xili, 319. 

Post-transfusion reactions may be divided into 
two main classes: (1) hemolytic, and (2) proteolytic. 

Stetson agrees with Kordenat and Smithies, who 
say: ‘“‘There seems to be no reason why, if proper 
apparatus and sufficient technical skill are at hand, 
anything but whole blood should be employed in 
transfusion. The plea of expedience and speed 
should be no excuse for the use of blood altered by 
the addition of various salt solutions. If transfusion 
is really needed to insure clinical benefit, blood in its 
most efficient biological form should be employed 
and the operation of transfusion should be carried 
out with the greatest care.” 

The hemolytic reactions are of the following 
three types: 

1. Those due to coagulation from incompatibility 
(mistakes in grouping; the presence of active minor 
iso-agglutinins; incompatibility of the white cells). 

2. Those seen after the transfusion of individuals 
suffering from certain pathological conditions in 
which there is a very active hemolytic agent at 
work. The latter may appear in pernicious anemia, 
purpura, hemolytic jaundice, leukemia, and sepsis. 
Reactions of this type can be neither foreseen nor 
avoided, but the possibility of their occurrence 
should be kept in mind so that prompt measures 
may be instituted to counteract them if they should 
occur. 

3. The toxic effects of sodium citrate on blood or 
early coagulation changes following the use of the 
sodium citrate method. 

The majority of reactions due to incompatibility 
are manifested quickly after the introduction of 
even small amounts of blood. Therefore if the opera- 
tor is familiar with the danger signals he will be able 
to stop the transfusion and institute restorative 
measures in time to save the patient’s life. Stetson 
knows of a death resulting from the introduction of 
as small an amount as 4o c.cm. of blood. The first 
symptom of a reaction due to incompatibility is 
usually severe pain in the lumbar region of the back. 
This is quickly followed first by flushing and then by 
paling of the skin, profuse perspiration, dyspnea, 
cyanosis, failing pulse, and dilatation of the pupils. 
Very often the patient believes he is dying. ‘These 
acute symptoms are usually followed in a few hours 
by the appearance of blood, albumin, and casts 
in the urine and sometimes by anuria. A_ blood 
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examination will show further evidence of acute 
hemolysis. Usually, if the transfusion is stopped 
promptly and adrenalin is administered hypoder- 
mically in 15-minim doses every fifteen minutes for 
several doses, the patient will rally. This type of 
reaction is usually followed by a sharp chill and a 
rise in the temperature. Atropin, 1/150 gr., com- 
bined with from % to '4 gr. of morphine will be 
beneficial and will render the patient more com- 
fortable. 

Errors in blood grouping may be due to an inex- 
perienced laboratory worker, intern, or medical stu- 
dent, carelessness in providing fresh serum or pro- 
tecting it from bacterial contamination, a marked 
variation in the agglutinating power of the sera, 
pseudo-agglutination, auto-agglutination, or ‘‘cold”’ 
agglutination. 

Proteolytic reactions are of the following three 
types: 

1. Febrile reactions with or without chills and 
unaccompanied by any other symptoms. Of 2,500 
transfusions, 20 per cent were followed by a febrile 
reaction, and 5 per cent of the febrile reactions were 
accompanied by a chill. 


2. True protein reactions of sensitization evi 
denced by dermal reactions of erythema and urti 
caria. About 10 per cent of all individuals show this 
type of reaction to some degree. Adrenalin is the 
medicament of choice. 

3. Anaphylactoid reactions resembling true ana- 
phylactic shock. Three cases are reported in detail 

The frequency and severity of other reactions ma 
be reduced by: 

1. The carrying out or supervision of grouping 
and compatibility tests by carefully and thorough] 
trained persons. 

2. Further investigation of white cell incom- 
patibility. 

3. The avoidance of methods which may invol\« 
toxic or early coagulation changes in the donor's 
blood, such as the citrate method. 

4. The use of fasting donors for subsequent tran 
fusions in cases showing febrile reactions or protein 
sensitization. 

5. Skill in operative technique, sufficient experi 
ence to recognize danger signals, and familiari!, 
with the measures necessary to combat serious rea: 
tions promptly. CHARLES Baron, M.D 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Cutler, E. C., and Zollinger, R.: The Use of Sclero- 
sing Solutions in the Treatment of Cysts and 
Fistulz. Am. J. Surg., 1933, xix, 411. 

In reviewing the use of chemicals in surgery, the 
authors call attention to the early treatment of cer- 
vical fistulae by irrigation with cauterizing fluids. 
Experiments carried out previously had shown that 
ferric chloride-Carnoy fluid is the most efficacious 
sclerosing agent which can be used on living tissues. 
This consists of 6 c.cm. of absolute alcohol, 6 c.cm. 
of chloroform, 1 ¢.cm. of glacial acetic acid, and 
1 gm. of ferric chloride. It produces rapid fixation 
with excellent haemostasis and causes less reaction 
in the surrounding tissues than formalin or Zenker’s 
fluid. 

Three groups of cases representing different con- 
ditions in which a sclerosing fluid may be a valuable 
therapeutic agent supplementing the use of the 
scalpel are discussed. In the first group the ferric 
chloride-Carnoy fluid was applied to gliomatous 
cysts of the brain. No unfavorable effects were 
noted and excellent hemostasis was obtained. 

In the second group, three cervical fistulae were 
injected with sclerosing solutions. The fistula were 
visualized with lipiodol or a concentrated solution 
of sodium bromide. As a rule a small sinus tract 
was found leading from the fistulous opening in the 
neck to the posterior pillar of the tonsil. The scler- 
osing fluid was injected through the tract several 
times, the throat being protected with cotton and 
the cutaneous opening protected with vaseline or 
zinc oxide. The fistulous tracts were soon obliterated, 
a difficult operation therefore being avoided. 

In the third group of cases the ferric chloride- 
Carnoy fluid was applied to pilonidal sinuses. The 
sinuses were exteriorized under local anesthesia and 
the fixative applied to their walls for an average of 
ten minutes. The next day the fixed tissue was 
curetted away and the sclerosing agent re-applied 
until the wall of the sinus was entirely removed. The 
cavity was then packed and allowed to fill from the 
bottom with granulation tissue. Three cases with 
successful results are reported. 


Garlock, J. H.: The Full-Thickness Skin Graft. 
Ann. Surg., 1933, Xcvii, 259. 


As the success of a full-thickness skin graft depends 
largely upon an almost perfect aseptic technique, a 
graft of this type should be placed only on a fresh 
surgical wound and should not be used for granulat- 
ing wounds. Its indications are therefore limited to 
the correction of defects of the skin and subcutaneous 
tissues immediately after the surgical excision of 


pathological lesions or of cicatricial contractures 
caused by burns or trauma, the prevention of 
cosmetic defects or contractural deformities follow- 
ing plastic or destructive operative procedures, the 
replacement of skin following the excision of surface 
tumors or blemishes, the furnishing of skin for the 
clefts in the operation for congenital or acquired 
syndactylism, and the replacement of hair-bearing 
skin such as that of the eyebrows. 

In the selection of the type of skin graft to be used 
in a particular case the surgeon must consider a 
number of factors. There are numerous conditions 
in certain parts of the body which require for their 
correction more underlying tissue than a_full- 
thickness graft can supply. Under such circum- 
stances, the pedicled skin flap offers greater possi- 
bilities. On the back of the neck and on the forehead, 
face, and parts of the torso, the full-thickness graft 
can be used with excellent chances of success. How- 
ever, this form of graft finds its greatest field of use 
fulness in surgery of the extremities. In addition to 
supplying adequate tissue, it has the added ad- 
vantage that it can be applied in a one-stage 
procedure. It will not unite to bone unless a layer of 
periosteum is present. On the flexor surfaces of the 
fingers it will very often not succeed if it is placed on 
exposed tendons. An intact tendon sheath is most 
desirable. Other factors to be considered in the use 
of a full-thickness graft are future shrinkage, changes 
in color, the formation of heavy scars at the edges, 
and the growth of hair. 

It is probably wiser to excise a cicatrix completely 
than merely to make relaxing incisions. In surgery 
of the extremities the use of an Esmarch bandage 
permits more rapid excision of the cicatrix and 
greatly diminishes tissue trauma. After excision of 
the scar, the Esmarch bandage is removed and bleed- 
ing is controlled. The capillary bleeding that always 
occurs can usually be controlled by having an as- 
sistant apply firm, even pressure with warm sponges 
while the graft is being removed from the donor site. 
Before the graft is applied, the wound should be 
absolutely dry. This is probably the most important 
feature of the operative technique. 

A pattern accurately reproducing the size and 
shape of the wound is next made. The author has 
been using stiff paraffin-mesh gauze as the perfora- 
tions in the gauze aid visualization of the underlying 
wound while the pattern is being cut. The pattern is 
laid on the skin with the epithelial surface up and the 
outline is accurately marked out with the point of a 
toothpick dipped in methylene blue or brilliant green 
solution. With the use of a very sharp small knife, 
the painted outline is then incised down through the 
full thickness of the skin. In the belief that any form 
of trauma, however slight, will lessen the chances for 


157 





158 


a successful ‘“‘take,” the author uses a technique in 
which grasping of the graft by instruments is avoid- 
ed. Although this procedure is rather tedious, it is 
justified by its results. A tiny hook is made to catch 
one corner of the graft and, with this asa tractor, the 
cutting of the graft is begun. As the removal of the 
graft proceeds, additional hooks are placed at 
cardinal points to facilitate the operation. The 
undersurface of the skin should be free of fat and 
show white and stippled with tiny depressions. After 
its removal, the graft, still held by one or two hooks, 
is placed, raw surface downward, on a warm, moist 
gauze pad. 

The graft is next placed in the wound bed with 
care to fit it in according to pattern. Because of the 
care taken to obtain hemostasis, perforation of the 
graft is often unnecessary. If hemostasis is in- 
complete, perforation is indicated in order to prevent 
the formation of blood clots beneath the graft. The 
latter complication is one of the most common causes 
of necrosis. 

With the use of fine skin needles, a few sutures of 
fine horsehair are placed at cardinal points to anchor 
the graft in place. The remaining edges are ap- 
proximated with a continuous stitch of horsehair. 
Accurate apposition of the skin edges is important. 
It makes for a neater scar and an additional source 
of blood supply during the first eight or ten days. 
After the graft has been anchored the entire surface 
is covered with three thicknesses of gauze im- 
pregnated with 2 or 3 per cent xeroform ointment. 
Blair recommends the use of this ointment because it 
is supposed to be antagonistic to staphylococci which 
are present in skin and skin grafts. The gauze with 
the ointment is covered with several thicknesses of 
smooth gauze, and over the latter a large moistened 
rubber bath sponge is placed. A sterile bandage is 
then firmly applied. Considerable skill is required to 
apply the proper amount of pressure. If the pressure 
is too great, ischemia and death of the graft will re- 
sult, and if it is insufficient, the graft may be 
jeopardized by blood clots. 

Absolute fixation of the grafted area during the 
period of healing is most desirable, especially in 
surgery of the extremities. The use of splints to im- 
mobilize contiguous joints greatly increases the 
likelihood of a perfect “take.” In the covering of 
defects on the hand and fingers, fixation is obtained 
best by the use of splints made especially for the in- 
dividual case. These are cut out according to pattern 
from rigid sheet aluminum. They are sterilized and 
applied at the operating table. They should be worn 
for at least three weeks. 

The wound formed by excision of the skin graft 
may be closed by undermining the edges and ap- 
proximating them with silkworm-gut sutures. If 
tension is present, necrosis of the edges may be 
avoided by making numerous small releasing in- 
cisions in the skin surrounding the sutured wound. 
This procedure has proved most valuable. If the 
defect is a large one, it may be partially closed and 
the remainder then covered with Thiersch grafts. 


INTERNATIONAL ABSTRACT OF SURGERY 


If the surgeon is satisfied with the asepsis of th: 
operation, the control of bleeding, and the fixation o| 
the grafted area, he need not disturb the dressing for 
from two to two and a half weeks. If the pressur: 
dressing is removed too early, blisters form on the 
surface of the graft and are prone to infection. Th 
latter complication predisposes to ulceration of th: 
graft. The pressure bandage should be maintaine«| 
for a period of about three weeks, whereas the im 
mobilizing splint may be discarded after the thir: 
or fourth week. The grafted area should be pro 
tected from possible mechanical or thermal injury {« 
ibout six weeks. 


Overholt, R. H., and Veal, J. R.: The Incidence, 
Character, and Significance of Abnormal Phy - 
sical Signs in the Chest Occurring After Major 
Surgical Operations. New England J. Med., 103, 
CCVill, 242. 

The authors report a study of the physical signs 
which occurred in the chest after operation in 
series of 200 cases with no abnormal pre-operativ: 
physical signs. One hundred of the patients had an 
abdominal operation and too an extra-abdomina! 
operation. All types of anesthesia were used. | 
far the greater number of changes in physical sign- 
in the chest were found in the cases of abdominal! 
operation. They consisted of a reduction in ches 
expansion, elevation of the diaphragm, a decrease i} 
resonance at the bases with a decrease in the breat)) 
sounds, and an increase in resonance in the uppc: 
anterior chest with an increase in the breath sound- 
In 45 per cent of the cases of abdominal operativ: 
there were persistent rales. In 22 per cent, areas 0} 
tubular breathing were found and as a rule wer 
noted on the second or third postoperative da\ 
More abnormal chest signs were present after opera 
tions on the upper part than after operations on th: 
lower part of the abdomen. Rales occurred more 
frequently after general anesthesia, while areas 0! 
tubular breathing were more common after spina! 
anesthesia. 

These signs are consistent with the reduction 0! 
pulmonary ventilation following the splinting of th: 
abdominal muscles and elevation of the diaphragn 
and the shallow respiratory excursions after al) 
dominal operations. While ordinarily indicative « 
pneumonia, they do not necessarily mean pneum: 
nia if they are noted during the first few days aft« 
operation. Of the 100 patients subjected to a 
abdominal operation, only 2 developed a true pne 
monia. The others had no chest symptoms althoug! 
many of them presented physical signs in the chest 

Of the patients subjected to an extra-abdomina! 
operation, only 15 per cent showed chest signs of an 
abnormal nature and in these the signs persisted fv 
only one or two days. 

The authors point out that even in the presence 
signs of consolidation after operation there are fr 
quently no constitutional evidences of infection an 
the subsequent course suggests an uncomplicate 
convalescence. Mary E. Martues, M.D 
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Banash, J. I., and Carter, G. O.: Researches in 
Oxygen-Therapy Equipment; Some Aspects of 
the Mechanical Phases of Oxygen-Therapy 
Apparatus. Anes. & Anal., 1933, xii, 52. 


Equipment for oxygen therapy is so improved 
that oxygen therapy is now available quickly and at 
a reasonable cost. Oxygen can be given in a cham- 
ber or tent, by nasal catheter, or by face mask. The 
capacity of the tent varies from 20 to 50 c. ft. 
Circulation of the oxygen in the tent is obtained by 
means of a motor or is a thermal circulation. The 
authors emphasize the importance of proper selec- 
tion of equipment, its utilization to the fullest 
extent, its maintenance in proper condition, and 
close observance of rules for safety. 

GEORGE R. McAutirr, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Penick, R. M., Jr.: The Treatment of Burns, with 
Especial Reference to the Use of Gentian Vio- 
let. Internat. Clin., 1933, i, 31. 


Penick divides the symptoms of severe burns into 
those due to shock, blood changes, infection, and 
other complications. In the initial stages several 
processes blend into one another. The treatment 
must be directed toward combating the various 
pathological processes at work. 

The first consideration is the treatment of shock. 
The shock due to a burn in no way differs in cause or 
indications for treatment from shock produced by 
other forms of trauma. Associated with, or conse- 
quent to, the shock is a change in the blood. This is 
manifested by a rise in the haemoglobin, a relative 
increase in the formed elements, and an increase 
in concentration. These changes are due to anhy- 
dremia. As much as 70 per cent of the total blood 
volume may be lost through the burned area in 
twenty-four hours. The greatest disturbance of 
fluid balance occurs in the first three or four days, 
this being therefore the most critical period. 

The so-called toxemia which occurs within about 
twelve hours after the burn is due to anhydremia 
and infection. Bacteria become increasingly numer- 
ous after twelve hours. Infection is definitely estab- 
lished in about three days. The streptococcus pre- 
dominates over other organisms. The rapidity of 
the bacterial invasion makes it an early rather than 
a late complication. 

Because of these facts three processes take place 
after a severe burn. The initial shock merges with 
the period of blood concentration which in turn may 
last well past the time when infection is established. 
Thus the treatment must combat shock, correct 
blood concentration, and prevent infection. 

In the author’s cases of extensive second-degree 
and third-degree burns the patient is hospitalized, 
given a large dose of morphine, divested of cloth- 
ing, wrapped in a sheet, and placed on sterile sheets 
covered with a cradle heated to from 85 to 95 degrees 
I’. by electric lights. Fluids are forced by mouth. 
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Anhydremia is checked by the administration of 
normal salt solution by proctoclysis in doses of 250 
c.cm. every four hours, by subcutaneous infusions, 
or by intravenous administration. For the latter, 
normalsalt anda 5 per cent dextrose solution are used 
by the continuous or intermittent method. As a 
rule the maximum amount desired is 100 cubic centi- 
meters per kilogram of body weight per twenty-four 
hours. Dirt and grease are removed from the skin if 
this can be done without trauma. The burned area 
is sprayed with a 1 per cent aqueous solution of gen- 
tian violet every two hours until an eschar is formed. 
This requires from eighteen to twenty-four hours. 
Gentian violet is preferred to tannic acid because it 
has a marked bactericidal action and does not injure 
the normal tissue. 

If the patient survives the initial period and an 
eschar is formed, efforts are directed toward the pro- 
motion of early healing ‘The coagulum is protected 
and measures are taken to improve the general con- 
dition, prevent anemia, and guard against infection. 
If the eschar does not separate spontaneously it may 
be removed at the end of about three weeks. This is 
best done by softening a small portion of it with 
compresses and increasing the softened area daily. 
In this way severe reactions are prevented. 

Contractures are decreased by early healing, early 
grafting of raw surfaces, and early restoration of 
function. HERMAN E. Pearse, M.D. 


Delman, C. E.: Treatment of Localized Staphy- 
lococcic Infections with Staphylococcus Tox- 
oid. J. Am. M. Ass., 1933, C, 1007. 


The toxigenic properties of the staphylococcus 
have been the subject of renewed interest since the 
report in 1928 of the Royal Commission of Inquiry 
into Fatalities at Bundaberg, the deaths of twelve 
children following the injection of a diphtheria toxin- 
antitoxin mixture contaminated with staphylococci. 

It has been demonstrated that under proper en- 
vironmental conditions, certain strains of staphylo- 
cocci will produce a true exotoxin, the effects of 
which on cells and tissues are specific and highly de- 
structive. To obtain active immunization of pa- 
tients with staphylococcic infection against the 
staphylotoxin, Dolman set out to prepare a staphy- 
lococcus toxoid by adding a solution of formaldehyde 
to staphylococcic toxins in a manner similar to that 
previously described by Burnet and others. After its 
use under rigid control and with stringent tests on 
animals, the toxoid was used in clinical cases. 

Dolman reports twenty-eight cases of intractable 
staphylococcus infection which were treated success- 
fully by a series of injections of the toxoid, and 
thirty cases of various kinds now under treatment, 
the majority of which have shown remarkably bene- 
ficial effects. Cases of recurrent boils invariably re- 
sponded to the treatment. Pustular acne and furun- 
culosis were quickly cured. As less than a year has 
elapsed since the first cases were treated, it is too 
soon to make any definite statement regarding the 
duration of the immunity gained. 
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The toxoid was produced by adding to the staphy- 
lotoxin a 0.3 per cent solution of formaldehyde 
(U.S. P.). The toxins were obtained by the method 
previously described by the author from toxigenic 
strains recently isolated from staphylococcic lesions 
in human beings. 

The toxoid was injected subcutaneously in a 
slowly increasing dosage at intervals of from five to 
seven days. The initial dose of 0.05 c.cm. was given 
subcutaneously into the arm, and successive doses 
of 0.1, 0.15, and 0.2 c.cm. were given at intervals of 
from five to seven days. Four doses were usually 
given in the first series of injections. These were 
usually supplemented by a further series of four or 
more larger doses. The patients were required to 
report at monthly intervals in order that it might be 
ascertained whether or not they were free from re- 
currence of the infection and in order that a speci- 
men of blood might be obtained for estimation of the 
circulating antitoxin. 

In every case the clinical signs of primary staphy- 
lococcus infection were confirmed by isolation from 
the infected site of the toxigenic staphylococcus in 
pure or almost pure culture. 

The treatment is expected to be useful in all types 
of staphylococcus infections, including boils, car- 
buncles, bone abscesses, abscesses of the deeper tis- 
sues, and sinusitis. G. Paut LaRogvue, M.D. 


ANAESTHESIA 


Sington, H.: Some Practical Points Applicable to 
Aneesthesia in Children. Practitioner, 1933, cxxx, 
441. 

The forcible induction of anesthesia causes a 
considerable amount of psychic trauma to children, 
particularly those with a high-strung disposition. 
In an attempt to eradicate the disadvantages of 
anesthesia with safety, various drugs have been 
used as premedication. To be safe, a drug so used 
must have no depressing action on the respiration, 
heart, or blood pressure, must not affect the kid- 
neys, and must be easily eliminated without injury 
to the tissues. 

Paraldehyde (CsH1203) is advocated as the drug 
which fulfills all the requirements for safety. It is 
a powerful hypnotic without any unpleasant after- 
effects. It acts quickly. It somewhat strengthens 
the heart. It has no effect on the respiration or 
the gastro-intestinal tract. It is a mild diuretic. 
As it is excreted largely by the lungs, the breath 
smells strongly until its elimination is completed. 
It has an unpleasant odor, but the patient is un- 
aware that his breath smells of it. It should be 
kept in a cool, dark place as otherwise it may dis 
integrate with the formation of glacial acetic acid. 

Because of its unpleasant taste it should be given 
by rectum, 1 dr. in 1% oz. of normal saline solution. 
[t is insoluble in oil and should not be used with 
oil. The dosage should be 1 dr. to each 14 lb. of 
body weight, and the mixture of paraldehyde and 
water should be warmed to a temperature of from 
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g2 to 94 degrees F. before its injection. The injec 
tion should take from fifteen to twenty minutes. 

The ideal plan is to allow breakfast and morning 
play as usual in order to permit the occurrence 0} 
a normal movement, give the paraldehyde at noon. 
give a hypodermic injection of atropin at 1 p.m. 
and operate at 2 p.m. 

The ideal anesthetic is a mixture of ethyl chloric: 
and eau-de-cologne sprayed onto the usual face 
piece. The face-piece should be held away from thi 
face to allow anesthetization of the buccal mucosa 
After about 20 breaths, the face-piece may be ap 
plied to the face and the anesthetic increased 
Ether may then be substituted and the child 
moved to the operating room. 

The dosage of atropin should be varied accord 
ing to age as follows: up to six months of age 
1/400 gr.; from six to twelve months of age, 1/20 
gr.; from one to two years of age, 1/150 gr.; and ov 
two years of age, 1/100 gr. 

After the operation the child is likely to slec; 
for from six to twelve hours. He will then awake), 
for a drink and go to sleep again for from six t« 
eight hours. 

According to the author’s experience in ov 
60,000 cases, the ethyl chloride combination re 
ommended is absolutely safe. The primary essen 
tial is a free air-way. The only difficulty is cause: 
by contractions of the muscles attached to the jay 
and temporary inhibition of respiration. The respira 
tion starts again in a few seconds, and further in 
halation of ethyl chloride will cause the massete: 
to relax. Anesthesia can then progress as usual! 


There should be no struggling with the jaw during 
the tonic contractions. 

Ethyl chloride is superior to nitrous oxide fo: 
dental cases. The open mask held away from th: 
face is much less alarming than having the fac 
covered with a rubber mask and allows plenty 0! 
air, thereby making the administration of oxyge: 


unnecessary. When the third stage is reached. 
respiration is deep, even stertorous, the pupils ar 
widely dilated, and the eyeballs are usually rotate: 
downward. At this stage analgesia is complete fo: 
a few minutes and the face-piece may be remove: 
for minor work. For tonsillectomy a bellows appara 
tus with air passed through an ether bottle is ne 

essary. To prevent freezing, the internal diametc: 
of the tube should not be less than %4 in. The in 
duction of deep anesthesia by ether with the mout!: 
open is thus made possible. E. S. Pratt, M.D. 


Gruesco, T., and Dragos, A.: Some Consideration 
on 8,000 Spinal Anzsthesias (Quelques con 
sidérations sur 8,000 rachianesthésies). Lyon chi? 
1933, XXX, 48. 

The authors review their experience with mo: 
than 8,000 spinal anwsthesias induced during th 
last twenty-five years in the Military Hospital a: 
Galatz, Roumania. They used stovaine in 4,50 
cases, novocain in 3,300 cases, and syncaine an 
tutocaine in 200 cases. 
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lor herniotomies they regard spinal anesthesia 
as superior to local anesthesia because it reduces 
the length of time required for the operation, it 
gives perfect muscular relaxation and quietness of 
the abdomen, and it reduces the chances of suppura- 
tion. Hernia, eventration, and other conditions of 
the abdominal wall constituted 73.6 per cent of 
the cases reviewed, 

The authors have employed spinal anesthesia 
with great satisfaction for all types of abdominal 
surgery and for operations on the genital organs, 
the anoperineal region, fractures and dislocations 
of the lower extremities, sympathectomies, and 
amputations. They tried it also for operations on 
the head, thorax, and upper limbs, but abandoned 
it in favor of local anesthesia because of severe 
reactions. 

(hey regard novocain as the anesthetic of choice. 
They state that it should be given fairly rapidly, 
and that the patient should lie down at once. With 
regard to the prevention of headache they emphasize 
the importance of care to prevent loss of spinal 
fluid and advise the application of cold compresses 
to the head. 

During the anesthesia, nausea and vomiting 
occur in from 5 to ro per cent of the cases. Cardiac 
and circulatory disturbances such as brachycardia, 
coldness of the extremities, pallor, and feeble pulse 
occur occasionally. Respiratory difficulty is absent 
except in high anasthesias. 

Following the anwsthesia, headache may persist 
ior two or three days. In rare cases, vomiting occurs 
during the first forty-eight hours, and occasionally 
ditiiculty may be experienced with the bladder 
sphincter. Paralysis of the spinal nerves occurred in 
only t of the authors’ cases and in this instance 
lasted six months. : 

\mong the generally recognized contra-indica 
tions to spinal anesthesia are hypotension, shock, 


septicemia, tuberculosis, and uremia. The authors 
believe that anesthesia of this type is contra- 
indicated also in: (1) the cases of women and 
children, because of their emotional instability and 
the difficulty of getting them to remain quiet, and 
(2) the cases of persons with acute or old lesions of 
the central nervous system. 
Marsu W. Pooir, M.D 


SURGICAL INSTRUMENTS AND APPARATUS 


Clock, R. O.: The Fallacy of Chemical Sterilization 
of Surgical Catgut Sutures: with Particular 
Reference to the Use of Copper Salts, Pepper- 
mint Oil, and Mercury. Surg., Gynec. & Obst., 
1933, lvi, 149. 

In the investigation herewith reported, which 
extended over a period of two and a half vears, 
several thousand catgut sutures were prepared from 
334 lots of catgut. In addition, 154 commercial 
lots of catgut purchased in the open market were 
studied. In an attempt to bring about chemical 
sterilization, the catgut was treated with 27 chemical 
compounds under a wide variety of conditions. The 
various chemical treatments were applied to catgut 
ribbons, raw catgut strings, and artificially infected 
catgut. Throughout the investigation the standard 
bacteriological test devised by Meleney and Chat 
field was used and supplemented by 3 controls. 

The results proved quite conclusively that all 
chemical sterilization procedures are inetlicient. In 
no case did any of the chemicals or combinations of 
chemicals employed render the catgut entirely free 
from living bacteria. The author concludes that the 
only uniformly reliable and positive method ot 
sterilizing catgut sutures is carefully controlled 
heat sterilization. He states that such sterilization 
does not impair the tensile strength of the catgut. 

ELIZABETH CRANSTON 
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ROENTGENOLOGY 


Pancoast, H. K.: Roentgenology of the Pharynx 
and Upper (Esophagus. Am. J. Cancer, 1933, 
xvii, 373. 

Among the indications for roentgenological exam- 
ination of the pharynx and upper cesophagus are 
foreign bodies, neoplasms, inflammatory conditions, 
paralysis, injuries, and anomalies. Foreign bodies 
are discussed by the author only with regard to 
differential diagnosis. 

Roentgen diagnosis of the pharynx and upper 
cesophagus is rendered possible by the following 
facts: 

1. The soft tissues of the neck surround a more 
or less open, air-containing space above the cesoph- 
agus, comprising the oropharynx, pharynx, pyriform 
sinuses, and larynx. 

2. The structures which bound this space cast 
definite shadows and can therefore be differentiated 
by contrast. 

3. The air space may be encroached upon or dis- 
placed by inflammatory swellings or neoplasms. 

4. The structures bounding the space can be ap- 
preciably and characteristically altered in appear- 
ance or displaced by the same processes. 

5. Acertain normal range of movability of many 
of the structures can be determined and fixation or 
restriction in movement can be detected by fluor- 
oscopic observations. These structures include the 
soft palate and uvula, the tongue, the larynx, and 
the arytenoid cartilages. 

6. The collapsed potential space of the upper 
cesophagus can be filled with an opaque medium to 
outline its lumen and location. 

7. The dense cervical spine with its fixed relations 
serves as a means of estimating displacements and 
the comparative measurements of spaces, their lo- 
cations, and the thickness of their walls. 

The manner in which these various factors may 
be made to furnish valuable information relative 
to both normal and abnormal conditions in this 
region is discussed in detail. The act of swallowing 
is given special consideration, and specific patho- 
logical conditions are described at length. 

ApocpeH Hartunc, M.D. 


Armand-Delille, P. F., and Lestocquoy, C.: X-Ray 
Appearance and Types of Evolution of Tuber- 
culosis of the Tracheobronchial Glands (As- 
pects radiologiques et types evolutifs de la tuber- 
culose des ganglions tracheo-bronchiques). Presse 
méd., Par., 1933, xli, 273. 


The authors call attention again to the fact that 
the X-ray has made a great change in the diagnosis 
of tuberculosis of the tracheobronchial glands, but 


162 


that it is only by means of both anteroposterior and 
lateral roentgenograms that enlargement of these 
glands can be determined accurately. 

In the first part of their article they review the 
anatomy of the glands and emphasize their relation- 
ship to the great vessels, the heart, the trachea, and 
the bronchi. Five groups of glands are differentiated: 
(1) the right paratracheal glands in front and to the 
right of the trachea which, if enlarged, produce a 
shadow in the right parasternal region where they 
show clearly against the lung field; (2) the left para- 
tracheal glands, enlargement of which is manifested 
by exaggeration of the shadow of the aortic arch or 
deviation of the trachea to the right; (3) the right 
interbronchial glands, which are directly visible at 
the right border of the heart, but must be distin 
guished from shadows caused by lesions of the lung 
parenchyma remote from the hilus; (4) the left inter- 
bronchial glands, which lie directly behind the he:rt 
and can be made out only in an oblique reontgeno- 
gram unless they are greatly enlarged; and (5) the 
mediastinal group, which are entirely invisible in 
anteroposterior roentgenograms, but can be made 
out with precision in lateral roentgenograms. 

Pathologically, two types of involvement of these 
glands are distinguished: 

1. Tuberculous infiltration. The authors have 
observed this type of involvement in a number of 
patients dying of intercurrent disease. The glands 
are as large as an almond, pink, and of the con 
sistency of liver. They contain few small caseous or 
calcified areas. Kleinschmidt calls this form “epitu- 
berculosis of the hilus glands,” regarding it as 
analogous to the epituberculosis of the pulmonary 
parenchyma described by Eliasberg and Newland. 
In association with these gland changes there is a 
primary tubercle in the lung which is circumscribed 
and calcified and without any miliary dissemination. 

2. Massive caseation of the bronchial glands, 
characterized by large masses of yellowish white 
caseous material. All of the groups of glands ire 
caseous to an equal degree. In association with such 
glands the primary focus in the lung is large, caseous. 
and poorly circumscribed, scattered miliary ‘u 
bercles are found, and often a tuberculous meningitis 
is present. 

Corresponding to these two pathological types 
there are two clinical types, the first regressive, «nd 
the second progressive and fatal. The first is dixg- 
nosed from a history of family exposure, positive 
skin tests, and characteristic X-ray shadows. | he 
classical signs of enlargement of the bronchial and 
mediastinal glands are not often present. The con- 
dition is found most often in children between {our 
and seven years of age, and can be followed through 
the various stages of healing. The second clinical 
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type occurs usually in nurslings or very young 
infants as a result of massive inoculation from 
intimate contact, such as with a tuberculous mother. 
Occasionally it is seen in older children, but in the 
latter the glands are not so large and do not show 
such extensive caseation as in infants. It is charac- 
terized by a progressive loss of weight, irregular 
temperature, dehydration, enlargement of the spleen, 
and the classical physical signs of enlargement of the 
bronchial glands. Death usually occurs from dis- 
semination of the tubercles. Calcification of the 
glands with recovery is rare. 

In conclusion the authors state that the prognosis 
can be determined only from a consideration of the 
clinical picture and a series of roentgenograms made 
over a period of weeks or months. They advise care- 
ful watching of the children, preferably in a sani- 
tarium, Marsu W. Poorer, M.D. 


Balestra, G., and Bistolfi, S.: The Indications for 
X-Ray Examination in Traumatic Lesions of 
the Line of Lisfranc (L’indagine radiologica nelle 
lesioni traumatiche della linea di Lisfranc). Radiol. 
med., 1933, XX, 151. 


In 27,103 X-ray examinations for traumatic le- 


sions of the skeleton the authors made 5,460 exami- 
nations of the feet. The latter revealed 2,¢97 


skeletal lesions of the feet, 30 uncomplicated disloca- 
tions and subluxations, 85 dislocations and subluxa- 
tions complicated by fracture, and 2,882 uncompli- 
cated fractures. 

The fractures of 1 or more bones of a single seg- 


ment of the foot were located as follows: tarsus, 227; 
metatarsus, 479; and phalanges, 1,191. 

In 2,997 patients there were 5,675 fractures lo- 
cated as follows: calcaneum, 290; astragalus, 73; 
navicular bone, 13; cuboid bone, 17; cuneiform bone, 
39; metatarsals, 978; and phalanges, 4,255. 

The authors discuss the anatomy and the varia- 
tions in the position of the foot bones in the various 
positions of rest, walking, and running, including 
the long arch of the foot on its outer and inner as- 
pects and Lisfranc’s joint at the tarsometatarsal 
union. 

A summary of the article states that from a re- 
view of the literature on traumatic lesions of the line 
of Lisfranc and from their own observations the 
authors conclude that it is not sufficient merely to 
consider the multiplicity of injuries to explain the 
great variety of such lesions. A study of the statico- 
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dynamic equilibrium of the arch of the foot should 
include the innumerable states of equilibrium, often 
involving minor changes, which are passed through 
by the foot in its many movements. 

The authors discuss the different types of frac- 
tures and luxations, particularly the less striking 
lesions which require a careful X-ray examination 
for their demonstration. Of the latter, they call 
attention especially to medial subluxation of the 
great toe, which is quite frequent. This is charac- 
terized by diastasis between the first and second 
cuneiform and the bases of the corresponding meta- 
tarsal bones, which often can be determined only by 
a careful comparison of roentgenograms of both feet. 
The functional and medicolegal importance of this 
lesion is emphasized. 

The technique of X-ray examination of the foot is 
described briefly and the principal causes of error or 
doubt in the diagnosis, especially the various acces- 
sory and sesamoid bones which may be encountered, 
are discussed. KELLOGG SPEED, M.D. 


RADIUM 


Becchini, G.: Radiotherapy of Laryngopharyngeal 
Tumors (Sulla radioterapia dei tumori laringo- 
faringei). Actinolerapia, 1932, X, III. 

Becchini reports fifteen cases of laryngopharyngeal 
tumors treated at the Benito Mussolini Hospital, 
Alexandria, Egypt. He states that radiotherapy is 
useless for such tumors. It is unsuccessful in com- 
paratively early cases as well as in those with 
metastases. In the cases reviewed, the X-rays and 
radium were used alone and combined. Radium 
was employed most frequently, “not because of 
its specific action, but because it best fulfilled cer- 
tain theoretical requirements and its use seemed 
to be followed by fewer complications.” 

The technique of treatment, the dosage, and the 
avenues of approach were varied, but the results, 
were almost uniformly discouraging. In several 
cases radium was applied directly to the lesion, but 
even when this was done the incidence of cure was 
not increased. Fourteen of the fifteen patients 
died within twenty-two months. In the case of 
the remaining patient the treatment was given too 
recently for the end-result to be known. 

The author’s experience corresponds to that of 
other laryngologists and radium therapists. 

GEorRGE C. Frnora, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Van Rooyen, C. E.: A Biological Test in the Diag- 
nosis of Hodgkin’s Disease. Brii. M. J., 1933, 
i, 644. 

Van Rooyen reports five cases of Hodgkin’s 
disease. In three, the reaction to Gordon’s biological 
test was positive, in one it was doubtful, and in one 
it was negative. Van Rooyen concludes that Gor- 
don’s biological test affords an easy method whereby 
lvmphadenomatous tissue may be differentiated 
from lymphosarcomatous, leukemic, and tubercu- 
lous tissue and therefore may be used as a laboratory 
aid in the diagnosis of Hodgkin’s disease. 

Manvev E. Licutenstern, M.D. 


Gordon, M. H.: Brit. M. J. 


1933, i, O41. 


Hodgkin's Disease. 


Gordon reports on a pathogenic agent—appar- 
ently a virus—which is associated with lymphade- 
noma. This agent was demonstrated by injecting 
into the brain and the marginal ear vein of rabbits 
a suspension of the ground pulp of a gland. After 
from two to six days the rabbits showed symptoms 
of meningo-encephalitis, muscular rigidity, incodrdi- 
nation, ataxia, and spastic paralysis. As a rule death 
occurred at the end of about ten days. Some of the 
rabbits, however, recovered slowly, and when re- 
covery was complete were immune to a second dose 
of the injected material. Postmortem examination 
of the rabbits that died showed no characteristic 
changes except marasmus and some congestion of 
the meninges. The injection of similar suspensions 
made from glands in cases of leukwmia, sarcoma, 
carcinoma, tubercles, and chronic adenitis failed to 
produce the characteristic meningo-encephalitis. 

Morphologically, minute deep staining spherical 
granules could be made out by intensive staining 
of films after they had been suitably fixed. Similar 
minute bodies have been seen in impression prepara- 
tions and in smears made from the cut surfaces of 
the brains of rabbits that succumbed to intracerebral 
injections of suspensions of lymphadenoma gland. 
No certain growth of this pathogenic agent under 
either aérobic or anaérobic conditions has yet been 
obtained on artificial culture media. 

Glands dried in a vacuum desiccator at room tem- 
perature in the dark and then sealed in a test tube 
and kept in the refrigerator preserve the agent in 
active condition for at least six months. There is 
evidence that exposure to heat produces some slight 
weakening or attenuation of the pathogenic agent. 
It has been found also that the agent will retain its 
activity when carbolic acid is added to the extent 
of '4 per cent and it is kept for twenty hours at 


37 degrees C. When it is refrigerated with phenw| 
it will retain its pathogenicity for at least two weeks. 
It withstands the addition of to per cent of ether 
for a variable period, but in the course of time is 
attenuated thereby. The results so far obtained 
suggest that the pathogenic agent resists phenol 
better than ether. It can produce an immune seriim 
which will inactivate the pathogenic agent when it 
is left in contact with a suspension of lymphadenoma 
gland for two hours in a water bath at 37 degrees ( 
The meningeal symptoms may be produced also in 
guinea pigs, but not in mice. 
MANUEL FE. LICHTENSTEIN, M.1) 


Lederich, L., Mamou, H., and Beauchesne, }i.: 
Malignant Lymphogranuloma of the Ulcerat- 
ing Cutaneous Type and Its Relation to \\y- 
cosis Fungoides (Forme cutanée ulcéreuse «i 
lymphogranulomatose maligne, ses rapports ave: 
mycosis fongoide). Presse méd., Par., 1933, xli, 

In the French literature the authors were abl 
find the reports of only three cases of malignant 
lymphogranuloma with cutaneous ulcers. 

The skin lesions of this condition may precede or 
follow signs of localization in glands or viscera. 
They may be of a diffuse infiltrative character or 
definite tumor masses. They are not confined to 
They vary in size 


any one portion of the body. 
from those with a diameter of 1 cm. to those as 
large as the palm of the hand. They may be single 
or multiple. They are generally round or oval and 


have a regular, sharply defined border. The base 
of the ulcers is covered with a feetid, grayish exudate 
and bleeds easily when touched. Pain may he 
sufficient to cause sleeplessness. 

In the beginning the ulcers increase rapidly in 
size, but later their growth is slight. They resist all 
treatment. Death occurs after from four to eight 
months from progressive cachexia or intercurrent 
disease. 

The lesions must be differentiated from those vi 
tertiary syphilis, tuberculosis, mycoses, cancer v0! 
the skin, and leukemic ulceration. 

The authors discuss at some length the similari'\ 
between lymphogranuloma and mycosis fungoides 
as regards the clinical symptoms, gross and histo 
pathological appearance of the lesions, and duration 
and termination of the disease. They believe that 
the two conditions are probably separate entities 

The article includes the reports of a case 0! 
lymphogranuloma occurring in a woman. In this 
case the skin masses were in the right pectoral 
region and there was involvement of the glands in 
the right axilla. The patient died eight mon! )s 
after the appearance of the ulcers in the skin. 

Marsu W. Poote, M.!) 
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MISCELLANEOUS 


Piersall, C. E.: Hypodermoliths, with Reports of 
One Localized Case and One Generalized Case. 
Radiology, 1933, XX, 164. 


lhe subcutaneous calcareous concretions which 
the author designates as ‘“‘hypodermoliths” have 
been called also ‘‘petrification of the skin,” “lime 
gout,’ “calcareous subcutaneous concrements,” 
“calcinosis,” ‘granular deposits of lime,’ ‘chalk 
gout,” ‘‘dermal concretions,’ ‘‘subdermal con- 
cretions,” and ‘“‘gout stones.” Piersall classifies 
them as follows: 

Localized: 

a. Non-inflammatory. 

b. Inflammatory, secondary to 
trauma, or infection. 

Generalized: 

a. Non-inflammatory. 

b. Inflammatory, secondary to 
trauma, or infection. 

Those consisting entirely or chiefly of calcium 

phosphate. 

;. Those consisting entirely or chiefly of calcium 

carbonate. 

Calcium phosphate concretions are found more 
frequently in females than in males, and are most 
common in the first, second, and third decades of 
life. Their formation occurs more slowly, runs a 
more prolonged course, and tends to be more 
generalized over the body than that of calcium 
carbonate concretions. Calcium carbonate con- 
cretions are usually found in the fourth, fifth, and 
sixth decades of life. They are often localized, 


pressure, 


pressure, 


and are usually associated with scleroderma. 
lhe mode of formation of these deposits is not 


understood. 

he concretions may or may not be surrounded by 
inflammation, and may be hard or soft. They are 
located chiefly in the subcutaneous tissue and are 
surrounded by a pseudocapsule formed of connective 
tissue fibers. 

The diagnosis may be made from the findings of 
roentgen examination alone or, in well-developed 
cases, on the basis of the findings of physical exami- 
nation and the history. Roentgenograms show small 
groups of sharply delimited, punctate, streaky, 
spheroid or mammillated densities usually in and 
just beneath the skin and in isolated positions. 

In cases of localized concretions, surgical drainage 
or ablation is indicated for the relief of pain. Poul- 
tices, wet dressings, or soaking in soap solution may 
cause softening and drainage. If the blood calcium 
or phosphoric acid is high, food rich in calcium 
should be avoided. If hyperthyroidism is present, 
the thyroid may be irradiated. Parathyroid prepara- 
tions may be used to lower the calcium content of 
the blood. Fair results may be obtained with 
lodides, 

Che case of generalized hypodermoliths reported 
by the author was that of a woman fifty-eight vears 
of age. _The first manifestations of the condition were 
‘umps in the buttocks which first appeared in 1923. 
In 1924, the left hip became painful. In 1925, the 
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right wrist and the hands were swollen for three or 
four weeks. In 1929, deposits in the region of the 
left greater trochanter opened and drained for a year. 
When the patient was seen by the author she was 
nervous, toxic, and stiff. Physical examination re- 
vealed small chalky deposits on the rim of the right 
ear, a large perforation of the septum, movable 
hypodermoliths at the inner side of the left knee, 
plaques under the skin to the right of the right iliac 
crest, and putty-like deposits beneath the skin 
posterior to the left sacro-iliac joint. The skin was 
dry and atrophic. The woman said that she had not 
perspired since 1923. The blood pressure was 
184/108. The thumbs and fingers were full at the 
ends on the palmar aspect and presented a few scars 
of puncture and sinuses. At the margin of one nail 
and on one finger tip small yellowish deposits were 
found beneath the epidermis. The palmar part of the 
right thumb was twice the normal size. It was com- 
pressible, but tender. The skin was adherent to the 
masses. Roentgen examination disclosed hypo- 
dermoliths near the trochanters and ischial tuber- 
osities, in the skin above the left buttock, at the tips 
of the thumbs and all of the fingers, on either side 
of both knees, on the upper parts of the legs, and at 
the tip of one toe. The basal metabolic rate was 
+24, the blood sugar, 147 mgm. per 100 c.cm., and 
the blood urea 41.92 mgm. per too c.cm. Roentgen 
treatment was given. Inthe two years since the treat- 
ment the patient has gained 20 ib. She is now free 
from nervousness and discomfort, but the calcitied 
deposits remain unchanged. The author attributes 
the improvement in her condition to reduction of the 
activity of the thyroid and parathyroid glands by the 
roentgen irradiation. 

Piersall’s case of localized hypodermoliths was 
that of a man forty-one years of age. The patient 
stated that at about the age of puberty he began to 
have small pustules, simulating acne, on the 
scrotum. He kept them empty for some time by 
evacuating them, but for several years had let them 
alone. At examination they presented the appear 
ance of calcified, hard, white, oval cystic masses just 
beneath the skin. They could be enucleated, sac and 
all, by slitting the overlying skin. Physical examina- 
tion was otherwise negative. No treatment was 
given. Norman C. Buttock M.D. 


Aubertin, Lévy, and Baclesse: Familial Hamor- 
rhagic Angiomata: Rendu-Osler Disease 
(L’angiomatose hémorragique familiale: maladie de 
Rendu-Osler). Presse méd., Par., 1933, xli, 185 

The condition discussed is called by the authors 
*Rendu-Osler disease’? because Rendu first differ 
entiated it from hemophilia and in rgor Osler 
definitely classified it and called attention to its 
familial character. It occurs in both sexes, but is 
slightly more frequent in females than in males. 
Clinically, two stages are distinguished: 
1. The hemorrhagic stage, which usually begins 
between infancy and puberty, rarely later. In this 
stage epistaxis is the outstanding sign. 
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2. The stage during which angiomata make their 
appearance. This stage is usually reached between 
the twentieth and thirtieth years. The angiomata 
are found on the mucous membranes and the skin, 
usually at both sites. Hamorrhage may be sufh- 
ciently frequent and severe to cause secondary 
anemia. The blood findings show little of definite 
importance. 

In the period before the appearance of the 
angiomata the diagnosis is difficult. 

As it is impossible to prevent the appearance of 
the angiomata, cauterization, electrocoagulation, or 
the use of carbon dioxide snow may be resorted to 
if the site of bleeding can be reached; otherwise the 
treatment must be that of secondary anemia. 

Marsa W. Poote, M.D. 


Nystroem, G.: The Frequency of Sarcoma in Dif- 
ferent Age Groups (Die Frequenz des Sarkoms 
in verschiedenen Altersklassen). Upsala Lékaref. 
Forh., 1932, Xxxviii, 1. 

In 1922, the author compiled statistics on 505 
cases of sarcoma by means of a questionnaire ad- 
dressed to Swedish physicians. In addition, 918 
cases were taken from the official Swedish mortality 
statistics for the years 1913 to 1916, inclusive. The 
investigation reported in this article covers the 
years Ig11 to 1929, inclusive, and a total of 4,447 
cases. 

One table shows the absolute number of sarcomata 
and the percentage of sarcomata in the total number 
of cases as compared with the carcinomata in the 
period from 1911 to 1928, inclusive. Another table 
shows the average annual mortality per 100,000 
of the average population in corresponding age 
groups. The fatalities from sarcoma of the group 
under five years of age during the period from 1913 
to 1923, inclusive are compared with those summar- 
ized in the tables for the individual years of five-year 
periods. Curves show the frequency of the fatalities 
from sarcoma and fatalities from carcinoma. 

The statistics show that the widely prevalent 
opinion that sarcoma, in contrast to carcinoma, oc- 
curs most often in young persons is incorrect. Of 
the 4,447 tumors believed to be sarcomata, 2,080 
were proved biologically to be sarcomata. The fre- 
quency of sarcoma is only a little over 3.5 per cent 
of the frequency of carcinoma. However, the abso- 
lute frequency of sarcoma is greater in children and 
in the early years of youth. Up to the age of fifty 
years the relative frequency of sarcoma in relation- 
ship to all cases of sarcoma is greater than the rela- 
tive frequency of carcinoma to all cases of carcinoma. 
In both sexes the absolute and relative frequency of 
sarcoma increases in relation to the population in 
the corresponding age groups, even up to the six- 
tieth and seventieth years of life, except that a peak 
is reached in the first five years of life. 

Therefore, aside from its relatively more frequent 
occurrence in the years of childhood and youth, sar- 
coma has an age curve that, by and large, cor- 
responds to that of carcinoma. A. StapF (Z). 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Nanu, I., Jonnesco, D., Claudian, I., and Brull, A.: 
Pure Gonococcic Septicemia  (Septicémic 
gonococcique pure). Presse méd., Par., 1933, sli 
194. 

The clinical manifestations of gonococcemia are 
extremely varied, ranging from a simple transitor\ 
bacteremia which precedes all extragenital localiza 
tion to a septicopyemia of long duration. As a rile 
the gonococcemias may be divided into the following 
two large classes: é 

1. The theoretically admitted transitory baci 
remias, during the course of which the organism is 
only rarely isolated from the blood, but its presence 
in the blood is betrayed by hematogenous locali/: 
tion of infection. 

2. The septicemias proper, in which the bact 
rium enters and multiplies in the blood, producing 
clinical symptoms of general infection. This class 
includes the following two types of conditions of 
very dissimilar incidence: 

a. The septicemias with multiple metasta 
especially articular and endocardiac, to which thc 
great majority of cases belong. 

b. The pure septicemias, in which the gonococcic 
infection manifests itself exclusively by symptoms 
of general infection. This type is exceedingly rare, 
only a very few cases having been reported in the 
literature (Dielafoy, Faure-Beaulieu, Tapie ani 
Rizer, Weil and Colerani, Trancu-Rainer). 

The case of pure gonococcic septicemia reported 
by the authors was that of a man thirty-two years 
of age in whom the condition developed eleven yeurs 
after the initial urethral infection. The clinical pi: 
ture was that of an intermittent fever of long duri 
tion (eighty-seven days) with slight splenomega!,, 
leucocytosis, and polynucleosis of an accentuate: 
and progressive type. The general condition was 
always satisfactory except immediately after the 
attacks of chills and sweats, when the patient {elt 
exhausted and depressed. These attacks occurre:| 
at the same hour daily. This fact, together with 
the splenomegaly, suggested malaria, but the leucv 
cytosis with polynucleosis, the absence of hama 
tozoa, and the resistance to quinine excluded that 
disease. The macular eruption on the skin of the 
abdomen at first suggested typhoid. Later there was 
a urticarial eruption which was attributed to the 
quinine. After the patient’s admission to the ho- 
pital the macular eruption again appeared, but su!) 
sided after four days. Six days later it re-appeare«! 
in milder form. As the symptoms pointed to general 
infection, lantol, septicémine, and finally pyoforniin 
by intramuscular injection were tried. However 
this treatment was without result. 

Intermittent fever, splenomegaly, and transit: 
cutaneous eruptions are common symptoms of gon 
coccic infection. The septicemia in the case 
ported should be interpreted as an autogenous 
fection of prostatic origin which was favored b: 
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number of factors such as alcoholism and fatigue 
leading to pelvic congestion and diminishing the 
general resistance. The infection had remained 
latent in the prostate for eleven years. The impor- 
tance of latent prostatitis as a focus of infection is 
evidenced by the fact that Knack and Simon dis- 
covered virulent gonococci in 160 of 326 autopsies. 
The intermittent fever with intervals of apyrexia in 
the case reported was caused by successive daily 
discharges of bacteria from an active focus of infec- 
tion which was latent only in the sense that local 
symptoms were absent. Treatment with colloidal 
metals, specific stock vaccine, and anti-menigococcic 
serum proved futile, but rapid and complete recovery 
followed a fixation abscess. Epitu S. Moore. 


DUCTLESS GLANDS 


Aron, M., Van Caulaert, C., and Stahl, J.: Studies 
of the Diagnosis of Functional Disturbances of 
the Anterior Lobe of the Hypophysis—Prehy- 
pophysis—and of Certain Endocrine Disturb- 
ances in Which They Participate (Recherches 
sur le diagnostic des troubles functionnels du lobe 
antérieure de l’hypophyse—préhypophyse—et sur 
certains déséquilibres endocriniens auxquels ils 
participent). Presse méd., Par., 1933, xl, 1981. 


Until recent years the hypophysis was con- 
sidered of little importance. It 


has now. been 
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found to contain at least three hormones which 
stimulate respectively the activity of the thyroid 
gland, the activity of the sex glands, and growth. 
Diseases of the thyroid or genital glands may be 
brought about in those glands secondarily by excess 
or deficiency of the secretion of the anterior lobe 
of the hypophysis. As examples, the authors cite 
cases of Basedow’s disease and hypothyroidism, 
acromegaly, the adiposogenital syndrome, obesity, 
and diabetes insipidus. In these conditions treat- 
ment with extract of the hypophysis rather than 
with extract of the thyroid or sex glands may be 
indicated. 

The authors state that there is probably a very 
delicate balance between various endocrine glands, 
and that these may not be the only factors involved. 
Every effort should be made to ascertain the con 
dition of endocrine balance by determinations of 
the basal metabolism (which, however, may not 
be dependent on the activity of the thyroid alone), 
roentgenography of the sella turcica, and determina 
tions of the content of thyro-stimulin of the anterior 
lobe of the hypophysis and of glucose in the blood 
or urine. In many cases in which the hormone 
is insufficient its administration seems to be indi 
cated. When active preparations of the anterior 
lobe of the hypophysis are available to the prac 
titioner the therapeutic test may be made. 

AupbREY Goss MorGan, M.D 
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